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NEW CONVENIENT DOSAGE FORM 


A New 20-mg. VALLESTRIE Tablet 


for the suppression of lactation 


The success of Vallestril in suppressing lacta- 
tion has indicated the desirability of a new 
and more convenient dosage form. Searle’s 
new 20-mg. tablet meets this requirement. 
Only two of the 20-mg. tablets taken daily, 
for five days, suppress lactation and relieve 
engorgement and pain. 

Shook* states: “Vallestril does prevent 
breast symptoms and lactation initially, is not 
followed by secondary lactation and breast 
engorgement, does not result in withdrawal 
bleeding and does not inhibit normal involu- 
tion of the uterus.” 

Vallestril (brand of methallenestril) is a sin- 
gle chemical substance of high estrogenic ac- 
tivity, but with relative freedom from the side 
effects of nausea, withdrawal bleeding, edema 
and other adverse reactions associated with 
other estrogens. These advantages of Valle- 
stril make it preferentially useful, not only in 
suppression of lactation, but in other condi- 
tions in which estrogen therapy is indicated. 

Vallestril is now supplied in two forms: 20- 
mg. tablets and 3-mg. tablets. Dosage for in- 
dications other than the suppression of lac- 
tation is supplied in Reference Manual No. 7. 
G. D. Searle & Co., Research in the Service of 


Medicine. 


Comparison of control patients with those ' 
ae f *Shook, D. M.: Management of Suppression of Lactation, 
receiving Vallestril indicates its merit. to be published. 


Clinical trial sample of Vallestril 20-mg. tab- | SEARLE | P. ©. Box 5110-C 
lets and literature available on request fo. . . Chicago 80, Illinois 


SUPPRESSION OF LACTATION PROFILES 


(BARS REPRESENT PERCENTAGES) 


‘Study in 800 
70: 1004 (Nov.) 1955 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
e the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 


‘a literature in all phases of general practice in its scientific 
a ; section, In other regular departments it carries articles and 
2 official reports pertinent to the work of the Academy's fifteen 


standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printer): 350 East 22nd Street, Chicago 16, Illinois. - One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
{linois. + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright, 1956 by the 
American Academy of General Practice. 
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Curable or Reversible Forms of Heart Disease. . . 
Franklin Berkman, M.D. and W. Proctor Harvey, M.D. 


Recent advances emphasize the possibility of salvage or even cure in 
cardiac patients who formerly would have been doomed. Here is a prac- 
tical approach to bedside diagnosis of reversible disorders. 


Bronchopleural Fistula. . . . . . , 
Sol Katz, M.D. 


The General Practitioner and Drug Reactions. . . 
Ethan Allan Brown, M.D. 
When a physician understands the types of untoward effects of drugs and 
the ways they come about, he acquires a hind of automatic pilot for 
avoidance of serious drug reactions in his patients. 

The Psychologic Aspects of Breast Cancer . 
Edward F. Lewison, M.D. 
The psychologic repercussions of a breast amputation can be as trouble- 
some as the purely physical problems. Dr. Lewison presents a plan for 
psychologic management—preoperative, postoperative and terminal. 
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points to the outstanding ones—reviews the therapeutic methods that 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


The Cardiac Patient Going to Surgery. Maurice F. 
Deraney, M.D. and Charles A. R. Connor, m.p. 
One of the commonest requests to the family phy- 
sician takes the form: “ Please clear this cardiac for 
surgery.” This essay covers evaluation of risk, im- 
provement of risk and management of unexpected 
complications. 

Multiple Pregnancy: Biologic Aspects. Alan F. Gutt- 
macher, M.D. Human conception usually provides 
a single product. That fact gives special interest to 
this essay on incidence, varieties and etiology of 
multiple births. 

Modern Concepts in the Management of Thoracic 
Trauma. John W. Strieder, m.v. Jn these days of 
rapid transportation, serious thoracic injuries con- 
cern all physicians. This essay reviews the patho- 
logic physiology resulting from injuries to the chest 
and its contents, with a guide to the management of 
specific derangements. 

Treatment of Tumors of the Parotid Salivary Gland. 
Irving M. Ariel, m.p. There are a lot of false no- 
tions about diagnosis and treatment of parotid tu- 
mors. Dr. Ariel’s review of surgical methods is 
equally a guide to accurate diagnosis. 

Ultrasonic Radiation in the Treatment of Epicondylitis. 
John H. Aldes, m.v. A new development in physio- 
therapy makes use of ultrasonic waves. This essay 
compares ultrasonics to cther forms of conservative 
therapy in “tennis elbow.” 

Amputations of the Lower Extremities. John B. Mc- 
Kittrick, u.v. When to amputate, where to ampu- 
tate, how to amputate—these are everyday questions, 
particularly in patients having arterial insuffi- 
ciency of the lower extremities. 

Psychologic Problems in Gynecologic Surgery —Somat- 
opsychic Conference. Edited by Marc H. Hollen- 
der, m.p. The physical aspects of hysterectomy may 
be well known to you. But what happens psycho- 
logically when a young woman undergoes that op- 
eration because of cancer of the uterus ? 
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MEMO FROM THE PUBLISHER 


Tue art of readable writing and the art of rapid reading have be- 
come important in our modern culture. Since its inception, GP 
has avoided the stodgy stiffness and the lack of clarity and lustre 
normally attributed to scientific writing. GP has been com- 
mended, in nationwide competition, for editorial excellence and 
graphic quality. But not content to live off past glory, our staff 
strives to improve readability in each succeeding issue. 

Some pertinent comments on easier reading were recently 
listed by Mr. R. O. Eastman, head of the Eastman Research Or- 
ganization. This is an editorial research agency that makes 
periodic readership studies for GP. Mr. Eastman says that the 
movement to educate people to read more rapidly is inspired by 
an increased amount of reading matter, less time to read, and 
increased competition for the reader’s time. If this applies to the 
public as a whole, it is especially true of doctors. 

Many of us read with appalling inefficiency, stumbling along 
at a much slower rate than necessary. 

Schools have taken up the challenge to help us read as much 
as we now read—in less time. These schools have instituted 
special reading clinics and established courses in speed reading. 
Both speed and comprehension are emphasized. A generation 
from now, we will probably have a crop of new readers. They will 
be able to get more mileage out of the printed page on the same 
amount of gas. Publishers, however, have to take the reader as he 
is and write copy that is easier to read, more lucid and more 
absorbing. 

GP’s editorial policies are based on reader opinions. Some are 
voluntarily submitted—others are measured by the statistical 
yardstick of the Eastman organization. When the magazine is 
made easier to read, readers finish with it more quickly and the 
copy is released to other readers while it is still reasonably cur- 
rent. And the pass-along readers of today are likely to be the 
primary readers of tomorrow. 

There’s no golden formula for more readable writing, Mr. 
Eastman comments. “It’s mainly through doing a lot of little 
things and doing them well, which added together turn into 
something big.” 

The writer is confronted by countless decisions—from the 
broadest themes to the most minute punctuation marks. Each 
word used involves a decision. As Mark Twain once wrote, the 
difference between the right word and the “almost right” word is 
like the difference between the lightning bug and the lightning. 

Productionwise, there are also countless decisions—choice of 
type, format and illustrations. GP is always ready to change its 


Materials for publication should be addressed to the Editorial and 
Business Offices of GP: Broadway at 34th St., Kansas City 11, Missouri. 
Correspondence pertaining to scientific content may be addressed 

to the Office of the Medical Editor: Hugh H. Hussey, M.D., 

District of Columbia General Hospital, Washington 3, D.C. 


editorial policies or its format, if changes mean better readability. 
We will continue to utilize current knowledge accumulated by 
readability experts, always with an ear tuned to unsolicited com- 
ments of our 24,000 loyal readers. —M.F.C. 
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or acutely inflamed skin. 

Dermolate is unsurpassed for routine daily 
bathing of infants and children. 
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Academy Members 
Blast Pension Plan 


Lawyers Back OASI 
Social Security Plan 


Kline Heads New 
Citizens Committee 


SECRETARY'S NEWSLETTER 


MARCH, 1956 


Significant Events 


> Three Acade representatives, testifying before Senator 
Harry Byrd (D-Va.) and his powerful Senate Finance Commit— 
tee, blasted moral and monetary weak spots in HR 7225, the 
new giant-step social security bill that provides OASI cash 
disability benefits. Dr. Cyrus W. Anderson, chairman of the 
Academy's Commission on Legislation and Public Policy, led 
the February 9 parade of medical witnesses. Dr. Anderson 
compared give-away legislation to drug addiction. He point- 
ed out that in neither case are problems solved "by periodi- 
cally increasing the dose." 

Senator John McClellan (D—Ark.) introduced Dr. R. B. 
Robins, a past president of the Academy and a former chair— 
man of the commission. Dr. Robins cited Britain's sad ex- 
perience with compulsory health insurance and questioned the 
"fiscal feasibility" of the expanding social security pro- 
gram. Terming the OASI Trust Fund "an actuarial myth," 
Robins quoted former British Health Minister Aneurin Bevan. 
Said Dr. Robins, "Gentlemen, there ain't no fund." 

The Academy's executive secretary was introduced by Sena— 
tor Frank Carlson (R—Kan.). he secretary's statement, 
submitted on behalf of the Academy, stressed that HR 7225 
"places a premium on immorality and valetudinarianism while 
putting an unfair burden on the shoulders of the medical 
profession." 

Commission member Fount Richardson, representing the 
Arkansas Medical Society, ripped specific provisions of aa 
bill and called for a searching study of the camouflaged 
tax revenue program. Board Chairman Malcom E. Phelps later 
testified for the Oklahoma State Medical Association. 

The 12 witnesses represented five national and seven state 
associations. Although Texas sent a 10-man delegation, 
Senator Lyndon Johnson, majority floor leader, again failed 
to appear. Johnson, who favors and predicts quick action 
on HR 7225, has not attended a single committee meeting. 


> Another ballot in the house-—divided approach to compulsory 
social security was cast when the younger members of the 
American Bar Association House of Delegates overrode "old 
guard" opposition and voted 100-25 for compulsory OASI cov— 
erage. Polls taken prior to the ABA's Chicago meeting a 
fortnight ago left delegates little choice. Results from 34 
states showed 27 favoring compulsory coverage. Two weeks 
earlier, ABA Senate Finance Committee witnesses had 
pleaded for a voluntary coverage program. 

The Academy's September membership survey, still probably 
the most complete medical profession poll, showed 91 per 
cent opposed to any compulsory coverage program. 


>» As predicted here in December, Allan B. Kline, a former 
Vinton, Iowa, farmer who served four — two-year terms as pres— 
ident of the American Farm Bureau Federation, has been named 
chairman of the newly-formed Citizens Committee for the 


Study of Social Security. Although the committee has not 
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Directors Attend 


Academy Officers 
Meet ACS Regents 


New Postgraduate 
Standards Urged 


As Predicted: 
tke Will Run 


yet been incorporated, look for an official announcement 
following a scheduled March 14 meeting. 


>» The Academy's Board of Directors held its first 1956 
eeting February 10-11 in Chicago. During the two-day ses- 
sion, the Seard: 

Approved the 1956 GP and general fund budgets . . 

Approved a fall state officers conference in the new 
headquarters building . . 

Approved a recording by President-Elect J. S. DeTar 
describing Boston AMA meeting action on the Medical 
Practices Committee report. Records will be sent to state 
chapters .. 

Added a fifth panel workshop as part of the March State 
Officers Conference. Editors of state chapter publications 
are invited to attend. . 

Appointed Dr. William Lotterhos, Jackson, Miss., vice 
chairman of the Publication Committee . . 

Reviewed a preliminary "code of guidance" outlining the 
relationship between state chapters and pharmaceutical 
companies and. . 

Appointed Dr. I. "Phillips Frohman, Washington, D.C., 
editor of the 1956 Abstracts. 


> During the Chicago Board of Directors meeting, members of 
the Executive Committee and other Academy officers attended 
an_ informal dinner meeting with representatives of the ACS 
Board of Regents. The group discussed mutual problems and 
a proposed formal meeting in June. Other officers who 
attended the February 10 meeting included President-Elect 


J. S. DeTar, Board member Charles C. Cooper, and the 
executive secretary. 


> At its February 13 Chicago meeting, the Academy's Commis-— 
sion on Education voted to ask the Board of Directors and 
the Congress of Delegates to revise the existing defin: ition 


of acceptable postgraduate study. The revised definition 
would eliminate the two previously established categories 


and include all courses and scientific programs of high 
ethical, educational, and moral standards. 

Hospital s’ staff meetings at_ which attendance is required by 
staff regulations and county medical society organizational 


meetings will not be accepted for postgraduate study credit. 


> To the surprise of almost no one, President Eisenhower 
last week told the nation "there is not the slightest 
doubt" that he can "perform .. . all the important duties" 
of a full—time chief.executive. Paul M. Butler, Democratic 
national committee chairman, lost no time pointing out that 
the President's health would be a top campaign issue. 
Despite Eisenhower's contention that the decision was his 
own, Butler claimed the President had been "pressured" by 
GOP leaders. 

The decision, and the outcome of the upcoming election, 
will be key influential factors in deliberations relating 
to _ proposed and pending health and welfare legislation. 

In his historic message to the people on the evening of 
February 29, the President specifically referred to "access 
to medical facilities" as one area in which study is needed. 

DR. LOWELL T. COGGESHALL, SPECIAL ASSISTANT FOR HEALTH 
AND MEDICAL AFFAIRS IN THE DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE, WILL GREET ACADEMY MEMBERS ON BEHALF OF THE 
EXECUTIVE BRANCH OF THE GOVERNMENT AT THE OPENING SESSION 
OF THE ANNUAL ASSEMBLY MARCH 19. 
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most active 


oa MAJOR ADVANTAGE: Weight for weight, the most effective 
“ anti-inflammatory agent yet developed for topical use. 


Alflorone 


ACETATE 
(FLUDROCORTISONE ACETATE. MERCK) 


“« |. . the use of fluorohydrocortisone locally for the treatment of 
eczema has been attended by a degree of response about 10 
times greater than the unhalogenated steroid and there has been 
. little if any adverse reaction as a result of systemic absorp- 
4 tion.”"' Lotion is available for weeping lesions, ointment for & SHARP 
5 dry lesions. DOHME 
SUPPLIED: ‘Alflorone’ Acetate Topical Lotions—0.1 % and 0.25%, 
‘ 15-cc. plastic squeeze bottles. ‘Alflorone’ Acetate Topical Oint- Philadelphia 1, Pa 
- ments—0.1% and 0.25%, 5-Gm. and 15-Gm. tubes. boas 
1. Editorial, November, 1955. Division or Merck & Co., Inc. 
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tary-Treasurer, W. E. BeckNELL, M.p., Manchester; Executive 
Secretary: Mr. Crayton L. Scroceins, 141 West McMillan 
Street, Cincinnati, Ohio 

Lovisiana. President: Vincent P. BLANDINO, M.D., 218 North 
Carrolton Avenue, New Orleans; Secretary: Rarart C. San- 
CHEZ, M.D., 3330 Canal Street, New Orleans; Treasurer: 
Vincent J. SAMPOGNARO, M.D., 321 Wood Street, Monroe; 
Executive Secretary: Miss Heten Miter, 3420 Canal Street, 
New Orleans 

Maine. President: Cuartes R. Greer, M.p., 690 Congress Street, 
Portland; Executive Secretary-Treasurer: W. H. Boynton, 
M.D., Paradise Road, Bethel 

Maryland. President: NatHan E. Neepie, M.D., 4215 Park 
Heights Avenue, Baltimore ; Secretary-Treasurer: WILLARD S. 
Parson, M.D., 1711 Selma Avenue, Baltimore 27; Executive 
Secretary: Mr. Wuuam J. Wiscorr, 3722 Greenmount 
Avenue, Baltimore 18 

Massachusetts. President: H. Cuasen, M.D., 147 Samo- 
set, Quincy; Corresponding Secretary: James Harrison, 
M.D., 69 Bridge Street, Dedham; Treasurer: Danie, M. 
Rocers, M.D., 2 Cherry Street, Wenham 

Michigan. President: Russet F. Fenton, M.D., 15125 Grand 
River, Detroit 27; Secretary-Treasurer: E. Crarkson .LonG, 
M.D., 2626 Rochester Avenue, Detroit 6; Executive Secretary: 
Mrs. Mary Hatsteap, 15125 Grand River, Detroit 27 

Minnesota. President: Raymonp L. Pace, M.p., Saint Charles; 
Secretary-Treasurer: Joun K. BuTier, M.p., 1214 Cloquet 
Avenue, Cloquet; Executive Secretary: James A. BLAKE, M.D., 
15-9th Avenue, South, Hopkins 

Mississippi. President: Wiu1AM E. Lotreruos, M.D., 1527 North 
West Street, Jackson; Secretary-Treasurer: Robert M. 
WRIGHT, M.D., Bolton; Executive Secretary: Miss LovutsE 
Lacey, P.O. Box 1435, Jackson 

Missouri. President: THomas L. Dwyer, m.D., 119 East Love 
Street, Mexico; Secretary-Treasurer: James H. TROLINGER, 
M.D., Jackson 

Montana. President: JosepH S. PENNEPACKER, M.D., 110 Third 
Street, S.W., Sidney; Secretary-Treasurer: Harry R. Sot- 
TERO, M.D., 315 North Broadway, Billings 

Nebraska. President: Ftoyp C. Netson, M.D., 2734 North Sixty- 
first Street, Omaha; Secretary-Treasurer: Joun A. Brown, 
III, M.p., 412 Lincoln Liberty Life Building, Lincoln 

Nevada. President: Harotp L. Miter, M.D., 116 Ocotillo, Hen- 
derson; Secretary-Treasurer: DeNNis CUNNINGHAM, M.D., 
1702 East Charleston Boulevard, Las Vegas 

New Hampshire. President: Wuu1AM D. THIBODEAU, M.D., 184 
Main Street, Nashua; Secretary-Treasurer: Wmu1aM F. Put- 
NAM, M.D., Lyme 

New Jersey. President: Harry Tarr, M.D., 165 Roseville Avenue, 
Newark 7; Secretary: Cuarues H. Catvin, M.p., 80 Commerce 
Street, Perth Amboy; Treasurer: ANTHONY M. SusINNO, M.D., 
29 Roff Avenue, Palisades Park 

New Mexico. President: ALBERT M. RosEN, M.D., Theatre Build- 
ing, Taos; Secretary-Treasurer: Junius A. Evans, M.D., 1032 
Seventh Street, Las Vegas 
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New York. President: J. HunTeR Fucus, M.p., 8712 132nd Street, 
Richmond Hill 18; Secretary-Treasurer: Raymonp S. Mc- 
Keepy, M.D., 84 Main Street, Binghamton 

North Carolina. President: E. Setpy, M.p., 121 West 
Seventh Street, Charlotte 2; Secretary-Treasurer: Joun R. 
BENDER, M.D., 820 Nissen Building, Winston-Salem 

Ohio. President: James R. Jarvis, M.D., 507 South Washington, 
Van Wert; Treasurer: Howarp R. Mrrcuett, M.p., 683 East 
Broad Street, Columbus; Executive Secretary: Ear: D. Mc- 
CALLISTER, M.D., 209 South High Street, Columbus 5 

Oklahoma. President: Eart M. Lusk, M.p., 915 South Cincin- 
nati, Tulsa; Secretary-Treasurer: V. M. RUTHERFORD, M.D., 
328 East Aeronca, Midwest City; Executive Secretary: Mary 
Lou Cranan, 1227 Classen Drive, Oklahoma City 3 

Oregon. President: Raymonp M. REIcHLE, M.D., 2209 Northeast 
Killingsworth, Portland; Treasurer: Stantey A. Boyp, M.D., 
Medical-Dental Building, Portland; Executive Secretary: 
Mrs. Anna Payne, 540 N. E. 44th Ave., Portland 13 

Pennsylvania. President: ARTHUR CLATEMAN, M.D., 757 Warring- 
ton Avenue, Pittsburgh 10; Secretary-Treasurer: Horace W. 
Esusacu, M.D., 4450 State Road, Drexel Hill 

Rhode Island. President: Samuet D. Crark, M.D., 209 Hope 
Street, Bristol; Secretary-Treasurer: RicHarp J. KRAEMER, 
M.D., 2907 Post Road, Greenwood, P.O. Warwick 

South Carolina. President: Hervey W. Mean, M.D., P.O. Box 301, 
Pendleton; Secretary-Treasurer: Horace M. Wuitwortn, 
M.D., 301 East Coffee Street, Greenville 

South Dakota. President: Erwin T. Lietzke, M.D., Beresford; 
Secretary-Treasurer: Macni Davipson, M.D., Brookings 
Clinic, Brookings 

Tennessee. President: S. OGLE Jonzs, M.D., 103 East Swan Street, 
Centerville; Secretary-Treasurer: D. J: Jouns, M.pD., 313 
Bennie-Dillon Building, Nashville 

Texas. President: James D. Murpny, M.D., 1556 West Magnolia, 
Fort Worth; Treasurer: Joun M. Jr., M.D., 205 Cam- 
den, San Antonio; Executive Secretary: Mr. Donato C, 
Jackson, 308 West Fifteenth Street, Austin 

Utah. President: J. Pourson Hunter, M.p., 3007 Highland 
Drive, Salt Lake City; Secretary-Treasurer: AARON BELNAP 
Ross, M.D., 3419 Riverdale Road, Ogden 

Vermont. President: Donatp L. BasHaw, M.D., 31 South Main 
Street, Wallingford; Secretary: H. HErninGer, M.D., 
37 Buell Street, Burlington 

Virginia. President: Rurus Britratn, M.D., Jeffersonville Hospi- 
tal, Tazewell; Secretary: Russet G. McALusTer, M.D., 1016 
West Franklin Street, Richmond 20; Treasurer: Cart W. 
Meapor, M.D., 622 North Boulevard, Richmond 20; Execu- 
tive Secretary: Mrs. Louise B. Greiner, 1105 West Franklin 
Street, Richmond 20 

Washington. President: Errott W. Rawson, M.D., 1002 Medical- 
Dental Building, Seattle; Secretary-Treasurer: Joun C. Exy, 
m.D., E. 10706 Sprague Ave., Opportunity; Executive Secre- 
tary: Mrs. Karuerine Leman, 726 W. Sixth Ave.’ Spokane 4 

West Virginia. President: Locan Hovis, m.p., 215 Eleventh 
Street, Parkersburg; Secretary: Sricte W. Parks, M.p., 102 
Adams Street, Fairmont ; Treasurer: Myer BoGaraD, M.D., 1732 
Main Street, Weirton 

Wisconsin. President: Raymonp R. RicHarps, M.D., 116 West 
Grand Avenue, Eau Claire; Secretary-Treasurer: EpGar Enp, 
M.D., 7608 West State Street, Wauwatosa; Executive Secre- 
tary: Mr. Rosert A. Durour, 758 North Twenty-seventh 
Street, Milwaukee 8 

Wyoming. President: Ricuarp P. FirzGeratp, M.D., 222 South 
Wilson, Casper; Secretary-Treasurer: Witarp H. Pennoyver, 
M.D., 314 Hynds Building, Cheyenne 
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Gantricillin is Gantrisin plus penicillin in a single tablet. 
For severe infections, Gantricillin-300; for mild infections, 
Gantricillin (100); for pediatric infections, Gantricillin 
(acetyl)-200 suspension. 
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This Month’s Authors 


Franklin Berkman, M.D., co-author with Dr. W. Proctor Harvey of the ar- 
ticle, “‘Curable or Reversible Forms of Heart Disease,” is a Canadian whose 
private practice in cardiology and internal medicine is in Ottawa, Ontario. Dr. 
Berkman, a native of Regina, Saskatchewan, took his medical work at Queens 
University, Kingston, Ontario, interned at Ottawa Civic Hospital and at Queen 
Mary Veterans Hospital, Montreal, did further work in cardiology at Georgetown 
University Medical Center, Washington, whence sprang his association with Dr. 
Harvey. Still unmarried, Dr. Berkman lists his nonprofessional interests as 
fishing and music. 


Ethan Allan Brown, M.D., is as distinguished in his field as his Green Moun- 
tain namesake. Dr. Brown was born far from the Green Mountains, however, in 
London, England, was educated privately on the continent before advanced study 
at the University of Rome and the University of London. The author of ‘The 
General Practitioner and Drug Reactions” has been chief of the allergy service at 
Boston’s Lahey Clinic, is now in private practice in Boston. Dr. Brown, a prize- 
winning student in his medical school days, has edited many publications in his 
field, is recipient of three presidential citations and a Congressional Medal, 
gives spare moments to philanthropic causes. 


Edward F. Lewison, M.D., author of ‘The Psychologic Aspects of Breast 
Cancer,” pinpoints his clinical and research interests on diseases of the breast. 
He divides his time between his private practice in surgery and oncology in 
Baltimore and his work at Johns Hopkins, where he is assistant professor of 
surgery in the school of medicine, and surgeon with the breast clinic division 
of the Tumor Clinic. Dr. Lewison has authored numerous articles in his specialty, 
and a book for which he received the first place award of the American Physicians’ 
Literary Guild. Dr. Lewison is also co-director of Baltimore’s Sinai Hospital 
Tumor Clinic. 


Charles D. Sherman, Jr., M.D., has developed a major interest in cancer, and 
his teaching, research and surgery at the University of Rochester School of 
Medicine are all centered in this field. The author of “Current Concepts of 
Esophageal Surgery” graduated from Johns Hopkins Medical School, interned 
at Duke University Hospital, became interested in esophageal reconstruction in 
cancer patients several years ago while a surgical fellow at New York’s Memorial 
Hospital, and has made a teaching film illustrating reconstruction with colon. Last 
summer he had the distinction of being invited to perform his operation at Me- 
morial Hospital in New York City. 


Robert W. Winters, M.D., makes his second appearance in GP with the article, 
‘Lead Poisoning in Children.” His previous article dealt with salicylate intoxica- 
tion in children. Dr. Winters is now with the Department of Pediatrics at the 
University of North Carolina School of Medicine and is on the pediatrics staff at 
North Carolina Memorial Hospital. His medical work at Yale was followed by 
postgraduate training in his specialty at the University of California, where he 
held a fellowship in pediatric metabolism, and at North Carolina Memorial 
Hospital. Dr. Winters took his medical degree cum laude, was elected to Phi 
Beta Kappa. 


GP March 1956 17 


ata 
A 
4 
4 
i. 


18 GP Volume XIII, Number 3 


Se Carnations; symbol of 
4 le pHageoky 
@ 
4 
may we howe your. ouppert for 


Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Evolution of Growth, Responsibility 


Dear Mr. Cahal: 

I recall with interest your editorial on ‘The Boston Tea 
Party” (p. 69, January GP). Iam happy that this record and 
expression of opinion about the meeting in Boston is to be 
preserved for us in this style and this language. 

I am sure that no Academy member will overlook the fact 
that our responsibilities have increased in geometric pro- 
portion to our success. At the next meeting of the AMA in 
Chicago, I am sure that our leaders will continue the sober 
and intelligent statesmanship so plainly evident at the 
Boston meeting. 

This is further proof that sound basic philosophies, ar- 
dently advocated and consistently adhered to, will win in the 
minds of all sober thinking men regardless of specialty affili- 
ations. This is another important reason why we should 
never abandon principles for expediency, nor deviate to 
any degree from our fundamental philosophies. 

There will no doubt be feeling on the part of many that 
we should press our advantage as rapidly as possible. This, 
I believe, would be a mistake. We should continue our 
progress with the same slow evolutionary process we have 
adhered to in the past. We should not hurry forward as an 
organization faster than each individual member accepts his 
full responsibility. 

I have faith that every member of the Academy who would 
avail himself of our increased privileges will, at the same 
time, accept his full responsibility. In my heart I am more 
thankful than I can express. To quote Pope: 

“A little learning is a dangerous thing 
Drink deep or taste not the prervan spring 
Their shallow drafts intoxicate the brain 
And drinking largely sobers us again.” 
Joun R. Fowter, M.p. 
President 
American Academy of General Practice 
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DeTar Draws Professional Comments 


Many prominent and interested physicians have commented 
on President-elect J. S. DeTar’s article in the January issue 
discussing the general practitioner-hospital relationship. A 
similar article appeared simultaneously in THe MOpERN 
Hosprrat. Knowing that the comments would interest GP’s 
readers, permission was obtained to publish the following ex- 
cerpted versions.—PUBLISHER 


Dear Sirs: 

I enjoyed reading Dr. DeTar’s article. As an internist, 
or perhaps because of my own individual background, my 
viewpoint is somewhat different than his. He seemed to con- 
sider the terms “‘family physician,” “generalist,” and “gen- 
eral practitioner” as synonymous. I do not consider them 
synonymous. There are many internists, and for that matter 
many surgeons, board certified as well as nonboard certified, 
who are, in fact, family physicians. Internists, board certified 
or not, seem to have no reluctance to turn over surgery to 
the surgeons, obstetrics to the obstetricians and to call in 
various other specialists as indication arises. I fear that the 
general practice he espouses is a short-cut to surgery and 
that, in time, it will prove to be mediocre surgery. 

The ideal family physician, as I picture him, does not 
need to do surgery or obstetrics. He needs to know a lot of 
medicine, specifically internal medicine, pediatrics and psy- 
chiatry. The problem of assessing the work done by special- 
ists and nonspecialists in hospitals is a difficult one, but there 
is evidence that progress is being made. 

Wa tter L. Patmer, M.D. 
University of Chicago 
Chicago, IIl. 


Dear Sirs: 


I have read with much interest Dr. DeTar’s article on 
“The Problems and Future of General Practice,” and will 
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say that I am in entire accord with most of the statements 
contained therein. 
As you may know, I am on Dr. A. C. Scott’s committee to 
study the matter of “General Practice Prior to Speciali- 
zation.”’ Unless the trend can be reversed, it will be a bad 
omen not only for American medicine, but for the American 
people. 
Davin B. ALLMAN, M.D. 
Chairman 

AMA Committee on Legislation 

Chicago, IIl. 


Dear Sirs: 

I have always been of the impression that the specialist 
who has practiced general medicine is a better specialist. 
Dr. DeTar’s statement, “thus the interne realizes once he 
has committed himself to general practice certain doors 
will forever remain closed despite proficiency later required 
in individual procedure,” was one of the reasons that deter- 
mined my going into a specialty. As far back as 1918 the 
situation was intolerable. 

I think he has gotten to the crux of the situation in 
repeating the AMA’s policy: “It was never intended that 
staff appointments in hospitals generally, or even in hospi- 
tals approved for residencies, should be limited to board 
certified physicians as is now the policy in some hospitals” 
and that “such policies, if practiced extensively, are detri- 
mental to the health of the people, and therefore, to 
American medicine.” 

However, to my knowledge no pressure has been brought 
to bear in the realization of a goal to delineate the extent of 
the generalist field as far as hospital practice is concerned, 
nor has there been a proper interrelationship of the various 
fields as far as the patient is concerned. 

A. E. SCHILLER, M.D. 
Dermatologist 
Detroit, Mich. 


Dear Sirs: 

I have for years maintained that no one graduating in 
medicine should be allowed to specialize until he has spent 
at least three years in practice as a generalist. This ap- 
proach alone might well solve the whole problem. It will or 
would be actively resented by the training institutions as 
they would not have subjects available as “malleable clay.” 
However, the period needed for training would be consid- 
erably shortened as a considerable amount of the maturing 
would have been accomplished. 

B. M. Harris, M.D. 
Surgeon 
Ypsilanti, Mich. 


Dear Sirs: 

My two years’ experience here has taught me that there 
are a great many serious deficiencies in the present com- 
munity practice of medicine and the attitudes of most prac- 
ticing physicians toward their responsibility for the profes- 
sion as a whole. I feel absolutely certain that if we as doc- 
tors do not take an honest look at eurselves and supply the 
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necessary disciplines and recommendations for changes, 
other groups will do so. In fact, I believe that more and 
more hospital administrations and boards are becoming 
active in this particular program. I would much prefer that 
the profession organize itself to carry out these measures, 
but if they won’t, the public still has a right to be protected. 
Henry S. M. Unt, m.p. 
Director of Medical Education 
Worcester City Hospital 
Worcester, Mass. 


Dear Sirs: 

I wonder what the hospital association as a group thinks 
about the general practitioner. My own opinion is most 
hospitals would like to see their staffs composed of special- 
ists such as they are in the laboratory facilities so that they 
can eventually control the practice of medicine. 

I think it is extremely difficult to be openminded about 
what the general practitioner is qualified to do. For in- 
stance, if the AMA investigated, how would they know who 
was right—the credentials committee or the general practi- 
tioner who is questioning their ruling? 

J. KEErre, M.D. 
Radwlogist 
Pontiac, Mich. 


Dear Sirs: 

I feel one of the greatest difficulties is the inability of the 
medical profession to criticize themselves objectively and as 
a body to improve the action of its members. Personalities, 
unfortunately, and local political angles enter in strongly. I 
heartily agree that there is no reason to restrict generalists 
from staff membership. Their privileges should be restrict- 
ed, however. Such restrictions must of necessity vary per- 
haps more with the community than with the individual’s 
ability. 

I heartily disagree with the thought that a generalist can 
take adequate training in the hospital in which he practices 
and still maintain his general practice at the same time. If 
he is going to take further training leading to a specialist’s 
rating, he should drop general practice for the prescribed 
number of years and become a true specialist rather than 
one who has simply seen enough of that specialty to be able 
to mimic it without actually knowing the true background. 

I agree entirely with the necessity of the department of 
general practice, although I think it is entirely window 
dressing but a very necessary wedge in many communities 
to restore the general practitioner to some sense of dignity. 

E. Tuurston THIEME, M.D. 
Surgeon 


Ann Arbor, Mich. 


Dear Sirs: 

There are too many men completing residency training 
in internal medicine who, in spite of narrow training, are 
from economic necessity doing family medicine. There are 
many good men wishing to be general practitioners who 
have difficulty in finding well-rounded properly organized 
postgraduate internships and residencies because of the 
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specialty emphasis in most teaching hospitals. It is not the 
function of the medical college to prepare its students for a 
branch of practice—but to expose students to all members 
of the medical family. 
The time may be now—for the future of good family 
medicine—for medical educators, including the teaching 
hospitals, the general practitioners and the internists to sit 
down and discuss this important problem. 
Joun F. Mosuer, M.D. 
Chairman 

GP Publication Committee 

Coeymans, N. Y. 


Dear Sirs: 
I have read with great interest Dr. DeTar’s “The Prob- 
lems and Future of General Practice,” and can find no 
criticism that would not be praise. It is a grand piece of 
work and masterfully handled. 
J. HunTer Fucus, M.p. 
President 

New York chapter 

Richmond Hill, N. Y. 


Dear Sirs: 

If I were to sum up the factors which I believe would 
eventually lead to a solution of this problem they would 
be: Better training for men entering general practice, and 


an equalization of medical and surgical fees which in many 
instances tempt some individuals to enter fields in which 
they have no natural aptitude. 


Freperick E. LuGEr, M.p. 
Past President 

Michigan chapter 

Saginaw, Mich. 

Dear Sirs: 


The House of Delegates of the AMA should take away 
special privileges from any one segment of medicine and 
let the AMA treat all segments of medicine alike. The AMA 
should lay down rules, regulations and by-laws for all to 
follow, thus protecting the public from all angles. It should 
be granted the power to control accreditation of all medical 
schools and hospitals as to Grade A, B or C. This will put 
the AMA back on its former status where it rightfully 
belongs. 

In this setup the house of delegates must have the right 
to overrule the board of trustees where threatened changes 
or partial dismembering occur. The house of delegates 
should implement the AMA with the power to control the 
boards of Blue Cross and Blue Shield through its constitu- 
ent state medical societies. 

Tuomas L. Dwyer, m.D. 
General Practitioner 
Mexico, Mo. 
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Worthy of Adoption 
Dear Mr. Cahal: 
As 1955 came to an end, you must have been very proud 
of the great forward strides that the American Academy of 
General Practice has brought about in American medicine. 
Of particular importance is the fact that many of the solid 
ideas advanced by the Academy have now been taken in 
hand by some of the older groups and adopted as though 
they were their original thinking. This, to me, is the finest 
sort of an accomplishment, for basically you have not been 
interested in who gets the credit but just that injustices are 
corrected. The latest proof of this was the resolution made 
in Boston at the AMA Clinical Meeting when it was asked 
that action be taken against hospitals that arbitrarily restrict 
against general practitioners. 
A. Paut Burton 
Director 

Public Relations 

Medical Exhibitors’ Association 


“Bread Cast Upon the Water” 


Dear Sirs: 

Several months ago I became seriously ill and was ad- 
mitted as a patient at Los Angeles County General Hos- 
pital. The duration of my somewhat lengthy stay was short- 


ened considerably by the care and attention of the doctors 
and several externs who were assigned to my ward. 

On one particular occasion I was interested to note that 
these externs were completely absorbed in a magazine called 
GP. Later, I discovered a subscription blank in one of the 
copies, and decided it would please me very much to return 
my gratitude to these four young men by giving them each 
a year’s subscription to your excellent magazine. 

In agreement with your offer, I am enclosing a check 
for those subscriptions. 

Mrs. Freipa A. Kipre 
Burbank, Calif. 


A “Nose” by Any Other Name Would .. . 


Dear Sirs: 

The article in the January GP on “The Child with a 
Runny Nose” by Dr. Paul Williamson of Albuquerque was 
both instructive and hilariously good reading. But what will 
the Albuquerque Chamber of Commerce do to Dr. William- 
son if they ever find out he wrote an article by that title? 

Joun R. Ropcer, 
Bellaire, Mich. 


Dr. Rodger should have seen the first one! Dr. Williamson’s 
paper was submitted with the title, “The Snotty-Nose Kid”! 
— PUBLISHER 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Detlev W. Bronk, Ph.D. 
For scientific education, a pioneer program 


REORGANIZATION of the Rockefeller Institute to provide a graduate 
university for outstanding scholars in the natural sciences has 
been announced by Dr. Detlev W. Bronk, the Institute’s dis- 
tinguished president. The unique program provides for a total 
student body of 75, with the three-year program leading to the 
Ph.D. degree built around men, not departments. Two types 
of students will be admitted—college graduates with the 
Bachelor’s degree, and medical doctors who want to prepare for 
careers in teaching or research. The course of study, completely 
underwritten by the Institute (endowment, $150,000,000), will 
provide for eminent scientists to be brought from all parts of the 
world as visiting lecturers, and for students to leave the New York 
campus to take part of their work, when desirable, in other uni- 
versities anywhere in the world. Dr. Bronk describes the plan as 
geared to meet the present crisis in scientific education and to pro- 
duce the scientists needed to maintain our complex civilization. 


Gradie R. Rowntree, M.D. 
For employment of the handicapped, a champion 


ReciprenT of this year’s Physician’s Award of the President’s Com- 
mittee on Employment of the Physically Handicapped is Academy 
member Dr. Gradie R. Rowntree of Louisville, Ky., chairman of 
the Kentucky State Medical Association Committee on Industrial 
Medicine and Surgery. Dr. Rowntree’s selection singles him out 
for his long activity in industrial medicine and in improving job 
opportunity for the disabled. In making the award at the recent 
session of the Congress of Industrial Health in Detroit, Major 
General Melvin J. Maas, chairman of the President’s Committee, 
said: ‘Dr. Rowntree was chosen for his lifelong association with 
rehabilitation and employment of the physically impaired. He has 
served as medical teacher, industrial doctor, community leader 
and medical consultant, and his efforts have been centered on the 
actual rehabilitation of the handicapped individual, or assessment 
of his capabilities, and with a constant effort to promote the idea 
that there is a definite place for the handicapped in industry.” 
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Cyrus W. Anderson, M.D., and R. B. Robins, M.D. 
For social security scrutiny, two spokesmen 


Voices or AAGP MEMBERS were raised in articulate pro- 
test at the recent Washington hearings before the 
Senate Finance Committee on the controversial social 
security bill, HR 7225. First witness to appear for 
organized medicine was the Academy’s official delegate, 
Dr. Cyrus W. Anderson, chairman of the AAGP Com- 
mission on Legislation and Public Policy, pleading for 
searching study of the entire 21-year-old social security 
program, often amended but never reviewed. Dr. 
Anderson also presented Academy arguments against 
OASI cash disability benefits to participants 50 years 
of age or older who are judged totally and permanently 
disabled, or against any provision requiring subjective 
judgment. Said Dr. Anderson: ‘Medical science has 
not reached the point of being able to unerringly 
state whether or not a man is totally and permanently 
disabled. Some doctors will certainly lose patients 
because they refuse to cooperate with a malingerer.” 

Also appearing before Senator Harry F. Byrd, com- 
mittee chairman, and his colleagues was Commis- 
sion member R. B. Robins of Camden, Ark., former 
AAGP president. 

Dr. Fount Richardson, a member of both the Acad- 
emy Board of Directors and the Commission on Leg- 
islation and Public Policy, represented the Arkansas 
State Medical Association. Dr. Malcom Phelps, vice 
president and Board chairman, appeared later for 
the Oklahoma State Society. Mac F. Cahal, the Acad- 
emy’s executive secretary, also filed a statement with 
the committee. (Statements of Dr. Anderson, Dr. 
Robins and Mr. Cahal will appear in the April GP.) 

As hearings wore on, representatives from all 
branches of organized medicine piled up testimony 
that HR 7225 and the cash disability provision work 
unfair hardship on the medical profession and may 
jeopardize doctor-patient relationships by making the 
physician both healer and judge. 
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ON THE CALENDAR 


Academy chapler meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
foners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. 


Mar. 7, Albert Einstein Medical Center, course on 
hematology, Wednesdays, Philadelphia. 

*Mar. 7-8. University of Buffale, course on obstetrics, 
Buffalo, N. Y. 

Mar. 8-10. American Medical Association, (ith na- 
tional conference on rural health, Multnomah 
Hotel, Portland, Ore. 

*Mar. 12-14. Kansas University, course on pediatrics, 
Kansas City, Kan. 

*Mar. 12-16. University of Michigan, course on diseases 
of the heart, Ann Arbor. 

*Mar. 12-16. New York University-Bellevue Medical Cen- 
fer, sympositim.on tuberculosis and other pul- 
monary diseases in childhood, New York City. 

*Mar. 14-16. University of Tennessee, course in pedi- 
atrics, Memphis. 

*Mar. 14-17. University of Texas, course in practical 
bedside cardiology, Houston. 

*Mar. 15, Greater Kansas City chapter et. al, symposium on 
obstetrics, Kansas City, Mo. 

*Mar. 19-20. Kenses University, course in clinical 
cardiology, Kansas City, Kan. 

*Mar. 19-22. American Academy of General Practice, 
Eighth Annual Scientific Assembly, Armory, Wash- 
ington, D. C. 


*Mar. 19-23. University of California, course in bedside 


cardiology, San Francisco. 

*Mar, 19-Z4. University of Michigan, course in electro- 
cardiographic diagnosis, Ann Arbor. 

*Mar. 21. Maine chapter and Maine General Hospitai, 
course on thyroid disease, Portland. 

*Mar. 22, 29, Apr. 5, 14, 26. Union University, course 
on clinical pediatrics, Albany Medical College, 
Albany, N. Y. 

*Mar. 23. Maine chapter e?. al, course in radiology on 
cardiovascular disease, Portiand. 

*Mar. 23-24. Stanford University, course in practical 
pediatric dermatology, San Francisco. 

Mar. 24-25. American Psychosomatic Society, 13th 
Annual Meeting, Sheraton Plaza Hotel, Boston. 

*Mar. 26-28. University of Uteh Medical School, ct. al, 
course on clinical management of emotional prob- 
lems:of children, Salt Lake City. 

*Mar. 26-30. University of Michigan, course on metabo- 

' lism and endocrinology, Ann Arbor. 

*Mar. 28-30. University of Tennessee, course on gastro- 
enterology, Memphis. 

*Mar. 29. University of Buffalo, course on psychiatric 
ptoblems in general practice, Buffalo, N. Y. 


_ *Mar, 30. Meine chapter and Maine General Hospital, 


monary disease, Portland. 

*Apr. 2-7. University of Pennsylvania, course on prin- 
ciples of rehabilitation, Rehabilitation Center, 
University Hospital, Philadelphia. 
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is part of every picture 


Pe weighing the merits of an important piece of 
equipment, such as an electrocardiograph, it 
is often helpful to know something about the 
maker — his qualifications, his experience, and 
the other acceptable instruments he makes. In 
short, you might like to know what sort of 
background the considered electrocardiograph 
has. 

In the case of the Viso-Cardiette, such a 
background can be represented by the instru- 
ments chosen to accompany it in the Sanborn 
“family portrait’”’ above. Although not possible 
to show them all here, Sanborn instruments of 
precision cover the complete range of cardiac 


Write for completely descriptive literature, or contact your 
local Sanborn Office for information or a demonstration. 


recording for diagnosis and research, and also 
provide the basis for the measurement and 
recording of most of the other types of physio- 
logical phenomena. 

Collectively, they represent the tangible 
application of the Sanborn experiences and 
skills that were gained over the past third of a 
century Unquestionably, such a background 
does make the Viso picture complete. 


BBcrore you buy a Viso-Cardiette, you have the opportunity to examine it 
thoroughly AT YOUR LEISURE and to test in your own practice 
for 15 DAYS WITH NO OBLIGATION WHATSOEVER. 
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Onward and Upward 


In 1935, the Roosevelt administration lit the fuse of a 
social security rocket. Twenty-one years later, the 
slump-inspired program’s ontogenetic development 
continues to resemble a rocket. The farther it climbs, 
the faster it climbs. Will it ultimately, like our finest 
guided missiles, reach a point of maximum ascendency 
and come hurtling back to earth? Or will it, like a 
man-made satellite, find an orbit in space and whirl 
forever in a black and endless vacuum? 

Some very thought-provoking questions are being 
leveled at the spiraling cost structure of the nation’s 
old-age pension plan. Only recently has the load- 
carrying populace realized that the income tax ogre 
may someday have to share his pedestal with a social 
security compatriot. 

As originally enacted, the social security program 
was a modest venture intended primarily to care for 
the retired, incomeless indigent. It was to be financed 
by a modest tax shared equally by employers and em- 
ployees. All in all, it wasn’t a very big bite. Rocket- 
style, it plodded through the atmosphere and on into 
the stratosphere. 

In 1939, constituent-conscious politicians heralded 
the rocket’s second stage. If a little bit of a good thing 
was relatively popular, why not launch an all-out social 
welfare program? The launching platform, though 
four years old, was still very serviceable. Mechanically, 
there was no problem. People were concerned with the 
invasion of Poland and the powder-keg that was Eu- 
rope. Who would pay any attention to a few, tiny al- 
terations including cash benefits for dependents and 
survivors? Little voices, raised in objection, were easy 
to ignore. The rocket rose higher. 

Only recently has anyone been curious enough to 
ask just where we’re headed. Only recently have sec- 
ond-decade participants begun to wonder if there’d be 
any benefits left by the time they retire. Where does it 
stop, when does it stop, and what happens then? 
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Editorials 


The social security program’s rate of acceleration 
has been just slightly short of fantastic. In 1940, pay- 
ments to retired participants and dependents totaled 
$32 million. During 1956, the government plans to pay 


_ out more than $5.8 billion. Proposed legislation would 


ultimately increase benefit payments an additional $2 
billion a year. The modest program has assumed Gar- 
gantuan proportions. 

Government experts (usually defined as anyone 
more than 100 miles from home) regard the current 
OASI program as financially sound if three assump- 
tions prove true: 

1. The country will remain prosperous. 

2. Payroll taxes will be periodically increased. 

3. Only the anticipated number of people retire. 

Other experts (an equal distance from home) regard 
those as uncommonly large if’s. They feel it’s closely 
akin to saying that a horse will remain healthy if he 
doesn’t get sick. 

Many questions relate to the highly-touted reserve 
fund. To date, the government has collected more in 
taxes than it has paid out in benefits. It was planned 
that way. However, here’s a strange and interesting 
fiscal phenomenon. Taxpayers contribute more than 
enough to meet payments to beneficiaries. The surplus 
is poured into the reserve fund and invested in U. S. 
Treasury notes at 2.4 per cent interest. The Treasury 
uses this borrowed money to meet current operating 
expenses. 

However, the interest payments must come from 
taxes imposed on the very same people who contribut- 
ed to the old-age pension plan and the mythical reserve 
fund. This fuzzy financial arrangement may leave 
something to be desired. 

The $21.4 million in the reserve fund is a big temp- 
tation to vote-conscious congressmen who see no good 
reason for not spending some of it. Congressmen fre- 
quently have a fetish about unexpended monies. The 
$64,000 question (to fall back on a more meaningful 
amount) is what would happen if benefits were in- 
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creased without providing additional revenue. Presum- 
ably, the fund pool would soon be a dry hole in the 
federal financial structure. 

It’s all very baffling. It’s one reason we were glad to 
learn that the newly-organized National Citizens Com- 
mittee for the Study of Social Security plans to ask 
many questions that have never before been answered. 
We wish the worthy members of the committee God- 
speed and successful searching. Let us know the rock- 
et’s destination and its chances of arriving. 


Meet the People 


Art THE 8TH Medical Public Relations Conference in 
Boston last November, AMA President-Elect Dwight 
H. Murray gave the keynote address— “What’s Ahead 
for American Medicine.” His efforts at clairvoyance 
were interesting enough, but more interesting still were 
his expressions regarding the relations of doctors and + 
their public. As he put it, the building of public con- 
fidence in medicine and the solution of problems that 
doctors have with people depends more upon how 
doctors regard people than upon how people regard 
doctors. 

Dr. Murray implied that physicians too often look 
at their public through the wrong end of a telescope. 
They keep their distance. He would like to change 
that, because he’s convinced that the key to good 
medical-public relations is a spirit of neighborliness in 
physicians. ‘No one will give a hoot in Hades about 
medical problems,” he said, “if we’re going to sit on 
our pedestals and wait for others to come to us.” 

The keynoter went on to plead with doctors to be- 
come workers, not merely joiners, in community ac- 
tivities. He reasoned that this is the way to give people 
a chance to know us. He urged that we exploit the 
simple ways when we try to educate people about 
medical things. To his way of thinking, we’re too 
much inclined to think of education in lofty terms— 
brochures, radio, television, and the like—and fail to 
use the ever-effective personal approach by word of 
mouth. 

These, then, were some of Dr. Murray’s suggestions 
for getting around the problems that are summed up in 
expressions that go something like this: ‘My doctor’s 
wonderful, but you can have the rest of ’em.” There 
was nothing fancy about Dr. Murray’s recommenda- 
tions. He’s not a fancy man, but his thoughts have a 
refreshing earnestness and solidity. Besides that, if 
memory serves, he talked for 20 minutes or so without 
referring to people as “grass roots.” That’s something 
that might well have been emulated by some of the 
fancier speakers. That term, “grass roots,” has been 
abused long enough to be just plain tiresome. 
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Diets Should Be Palatable 


‘THERE WAS A TIME when a family doctor took consider- 
able personal interest in the attractiveness and palata- 
bility of patients’ diets. He may have known less than 
the modern physician about the principles of nutrition, 
but often his patients remained better nourished 
through trying febrile illnesses because he could give 
specific instructions on the preparation of broths and 
the baking of custards. Maybe he didn’t know what 
caused the fevers, but his knowledge of flavors made 
the fevers tolerable. 

Nowadays everything is simpler. Doctors have 
stopped thinking about flavors because they know how 
to diagnose causes for fevers. They know all about the 
science of nutrition, and they devise diets by formulas 
that often disregard the art of cookery. Indeed, for 
present-day patients, prescription of a diet is likely to 
have the same significance that castor oil had a gener- 
ation ago. It’s a “punishment.” 

Thus, a “diet” seldom connotes something to sup- 
port a patient in his trial by illness. Usually it implies 
deprivation of something the patient would like to 
have. There’s a low calorie diet for obesity—a limited 
carbohydrate diet for diabetes—a low salt diet for 
edema. 

Fortunately some people have become interested in 
the plight of the deprived. There are some quite good 
cookbooks for patients who have a long-time problem 
that imposes the need for dietary restriction. But doc- 
tors’ interest in the art of dietetics has dwindled to a 
point that they usually let their patients find out for 
themselves about the cookbooks. The least a physician 
could do would be to recommend a cookbook that would 
enable his patient to cope with deprivation. 

For many people, the worst deprivation of all is rep- 
resented by the low salt diet. Of course there’s the kind 
of man who can’t understand why people make a fuss 
about doing without salt. As he sees it, salt never did 
amount to much unless it was sprinkled on a well- 
cooked sirloin. But seriously, many find that food is 
disgustingly unpalatable when it doesn’t taste of salt. 

There are manuals and books that make the low salt 
diet easier. Even simpler than this, there are some 
pretty good salt substitutes. Yet physicians often neg- 
lect even to tell their patients about these substitutes. 
Some of them contain monopotassium glutamate which 
has the advantage that in addition to providing a salty 
taste, it seems to enhance the natural flavor of the food 
to which it has been added. Even more valuable for its 
flavor-enhancing effect is monosodium glutamate. This 
compound would not be useful when sodium must be 
stringently restricted. However, it contains consider- 
ably less sodium than sodium chloride does, and might 
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well be prescribed for patients who need only moderate 
restriction of sodium. 

As an all-purpose stimulant to flagging appetites, 
monosodium glutamate has much to recommend it. 
Indeed, if physicians would try a shaker of it at home, 
they might well take a new interest in the problems 
some of their patients face with cookery. 


Science Is Human 


Writinc with the conviction that science is essential 
to the public and the public is essential to science, Dr. 
Warren Weaver warns, “The lack of general compre- 
hension of science is thus dangerous both to science 
and to the public . . .” His article, titled “Science and 
People” in Science for December 30, 1955, is essen- 
tially an effort to destroy superstitions that adversely 
affect scientists and their public alike. 

Weaver’s list of superstitions can be summarized as 
follows: Science is all-powerful, never wrong. There- 
fore people must respect its pronouncements even 
when those pronouncements are confusing. The fact is 
that science is too technical to be understood by ordi- 
nary people. It has its own priesthood of practitioners 
who know the secrets and hold the power. That special 
group are wonderful but strange creatures. 

Weaver urges that scientists and public do their 
parts to replace superstitions with facts. Thus, the 
scientist must assume the role of a patient educator to 
nonscientists. The public must listen, weigh the facts, 
make choices. As a start, Weaver presents 11 com- 
ments that he hopes will replace some current miscon- 
ceptions. Again to summarize: 

1. Science has an impressive list of accomplish- 
ments, especially with regard to physical nature. 

2. It is not yet known how far methods that have 
been successful with physical nature will be applicable 
in the world of living things. 

3. There have been small beginnings at extending 
the scientific method into the social sciences. 

4. It is not at all necessary to assume that tech- 
niques of the physical sciences must replace other 
types of insight and experience in dealing with biolog- 
ic or social problems. 

5. Science is never impractical. A new discovery 
may appear impractical at first. In time, it will turn out 
to be practical after all. 

6. Scientists have a rather high degree of a certain 
kind of intelligence. At present there is no justification 
for drawing any conclusions from that fact. 

7. Scientists are not special creatures. They are 
people. 

8. For expediency, scientists commonly employ 
specialized dialects. This is unfortunate because it 
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often makes them incomprehensible to people outside 
their field (even to other scientists). 

9. If scientists are human, so too is science itself. 

10. The ablest scientists realize that science is pro- 
visional, that its progress has been greatly influenced 
by the total culture in which it has developed. 

11. Science is a common part of the lives of all men. 
Every man is to some degree a scientist. Men differ in 
degree and not in kind, with respect to their scientific 
attainments. 

It is quite apparent that Weaver has done a great 
service to his fellow scientists by recalling their atten- 
tion to the basic humanness of science. It remains for 
all scientists to do their part in extending the message 
to the public. The scientist’s purpose will be fully 
accomplished only when all people “picture science as 
the servant of man, not his master; and as a friendly 
companion of art and of moral philosophy.” In 
Weaver’s words, “This is a science that is the way it is 
because man wants it to be that way. It is a natural ex- 
pression of both | is curiosity and his faith.” 


A Law Against Death 


In THE Journal of the American Medical Association for 
November 5, 1955, Shelden announced, ‘The physi- 
cians of the country are up in arms against the ever- 
increasing number of fatalities occurring daily on our 
streets and highways as the result of automobile acci- 
dents.”’ Less than a month later, the AMA House of 
Delegates backed him up when they passed a resolution 
that calls for national legislation to regulate and ap- 
prove standards of automobile construction. Now it’s up 
to the President and the Congress of the United States 
to do something about the problem of automobile 
deaths. 

Shelden’s interest in auto crash fatalities was quite 
natural. As a neurosurgeon, he had been keenly con- 
scious of the fact that nearly 70 per cent of all such deaths 
are due to head and neck injuries. He had known “the 
feeling of utter frustration” that stems from. . . “thera- 
peutic limitations and the knowledge that the brain, 
once contused beyond a specific degree, presents an ir- 
reversible reaction. He had seen evidence to show that 
automobiles “‘are so poorly constructed from the safety 
standpoint that it is surprising anyone escapes from an 
automobile accident without serious injury.” He knew 
that engineers have designed important safety features 
but automobile manufacturers have not adopted them, 
nor has the public demanded them. He found a simple 
reason for this seeming apathy and summed it up as 
follows: ‘“The automobile industry states that it cannot 
make the necessary changes, because of production 
cost, until such time as the public demands them and 
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makes known that it will accept such changes costwise. 
The public would gladly insist upon changes, but it is 
completely unaware of what changes to demand.” 

In Shelden’s opinion, there is urgent need for imme- 
diate and complete safety design of all automobiles. The 
program must be industrywide. If one manufacturer 
were to make the changes while others lagged, he would 
probably go broke. By leaving safety features out of 
their cars, his competitors would be able to undersell the 
better product and would undoubtedly capture the 


market. 


As Shelden sees it, ‘If the industry cannot rise to its 
responsibilities, the entire matter should be removed 
from its jurisdiction and be solved by methods employed 
in any other urgent public health problem.” He had in 
mind just what the AMA resolution calls for—creation of 
a national group with “power to prevent public sale of 
vehicles that do not meet requirements of safety de- 
sign.” He went on to say, “This arrangement would 
allow the industry to pool safety ideas and submit to 
the national committee those ideas that the manufactur- 
ers believe would afford the greatest degree of safety 
with the smallest cost to the public. There would be no 
competitive aspect to this feature of automobile con- 
struction, since adopted measures would be of standard 
design. There would be no financial risk, for the same 
production costs would be transmitted by all manufac- 
turers directly to the public.” 

It is believed that redesign of automobiles would 
prevent 75 per cent of auto crash deaths. That’s about 
28,500 deaths a year. Surely this in an important sal- 
vage—too important for Congress to overlook. It isn’t 
often they have a chance to pass a law against death. 


Boston Taxi Drivers Are Different 


As OnE oF the opening speakers at the annual meeting 
of the Association of Teachers of Preventive Medicine, 
in Kansas City last November, Dr. William P. Shepard 
had something to say about safeguarding free enterprise 
in medicine. Having noted that the United States is the 
last large nation in which medicine is free of govern- 
ment control, he implied that a good many physicians 
have a mistaken notion about how to preserve that 
freedom. They suppose that all they have to do is pro- 
vide high-quality medical care. Dr. Shepard warned 
that although the quality of medical care is important, 
more important still is what the public thinks of that 
care. The finest product in the world will disappear 
from the market if it fails to create favorable consumer 
reaction. 

In recent years there have been a number of studies 
of consumer reaction to medical service. They have 
seemed to indicate that most of the people think well 
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of their physicians. But there’s one physician who con- 
tends that such studies are worthless. He says that the 
best way to get a sensitive measurement of public 
opinion about doctors is to listen to taxicab drivers. 

That physician is probably wrong. He doesn’t sound 
like a very scientific thinker. Why should anyone rely 
on taxicab drivers as a sounding board? But if he’s 
right, this much is sure. Somebody ought to study the 
situation in Boston. 

In many respects, Boston cabbies are like their 
counterparts elsewhere in the United States. They’re 
skillful drivers. They get along well with people 
(especially with policemen). They appreciate a modest 
tip. And they talk. But; in one respect, they are 
unique. They love everything and everyone connected 
with the medical profession in Boston! 

It is not a question of simple civic pride. There’s no 
similar devotion to the people who pass laws in Boston, 
or to Boston lawyers, or to the Red Sox. But when it 
comes to doctors and hospitals, the taxi man will tell 
you that (1) Boston is the medical center of the world, 
(2) all Boston hospitals are good, (3) everybody in 
Boston gets good medical care at a reasonable price. 
He is cosmopolitan and nonsectarian in his views. He 
uses doctors’ first names as familiarly as a Cleveland 
cabbie does with the roster of the Indians. 

Come to think of it, whether that doctor is right or 
wrong about using cab drivers as a source of public 
opinion, somebody should study the situation in Bos- 
ton. Physicians are fully aware that Boston has good 
medical service and facilities. So do New York, St. 
Louis, Chicago and most other big cities. But St. Louis 
taxi drivers don’t talk the way Boston drivers talk 
about the medical profession. Maybe it would be worth 
knowing why there’s a difference. 


Acne Vulgaris 


ACNE IS SO PREVALENT and has so many repercussions 
outside its physical effects that it merits more attention 
than most physicians have given it. There should be no 
*brush-off” of the patient. This is often catastrophic— 
the devastation that can be so blithely created by, “Oh, 
that’s nothing, you’ll outgrow it soon.” This and other 
platitudes—Wait until you get married,” or “Wait 
until you have a baby”—are simply ways of saying, 
“Get off my neck, I don’t know what to do about this.” 

It is imperative to learn enough of the facts and lim- 
itations of diagnosis and therapy to be definite and 
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secure in the approach to the patient. On the one 
hand, the physician must not promise too much and, 
on the other, he should not negate the probable bene- 
fits of good therapy. 

Nearly everybody has acne in some form during the 
time from the onset of puberty to the early forties. This 
is no excuse for not giving the acne patient a sympa- 
thetic hearing and an understanding reassurance. This 
will reduce his fear of continuing disfigurement and 
may lessen his reaction to the various comments of 
friends and playmates. It should also serve to give him 
a feeling of confidence in his doctor. 

The doctor should make it clear that he understands 
that acne may interfere severely with social activities, 
and with freedom of action and movement among 
friends and fellow-workers. Patients with acne often 
become extremely preoccupied with the eruption. The 
severity is not necessarily a measure of the amount of 
attention that it receives. The emotional reaction may 
be of such severity that the patient becomes depressed, 
withdrawn, uncommunicative, uncooperative, rebel- 
lious, and often incapacitated for productive work. It 
is certainly proper for the physician to indicate his 
understanding of the emotional disturbances that are 
occurring. 

Sometimes it helps for the physician to explain to 
the patient some of the background—the etiologic fac- 
tors that are somewhat understood today, although 
incompletely so. Acne is thought to be promoted by 
an androgen-estrogen imbalance. The androgenic sub- 
stances stimulate the sebacegus glands, and it may 
well be that the change from the infantile skin to the 
adult skin is promoted by these hormonal changes nor- 
mally, When the androgenic substance is of such pro- 
portional quantity as to create an overactivity of the 
sebaceous glands, the sebum forms a very fine keratotic 
plug. Because of its alkalinity and high food value, the 
sebum serves as a good medium for the bacteria that 
normally inhabit the skin surface. With increased bac- 
terial activity, pustulation occurs, and there may even 
be destruction of the whole sebaceous area. Then cysts 
and sinuses form. With such marked destruction and 
subsequent healing, deeply pitted scars appear. When 
the lesions are less destructive, the pitting is only 
superficial. 

There is evidence to support the thought of a dis- 
turbed androgen-estrogen balance. Eunuchs and eunu- 
choid individuals normally have neither seborrhea nor 
acne vulgaris. Yet both conditions can be induced in 
them by androgen therapy. Young women with acne 
vulgaris excrete less estrogen in the urine than indi- 
viduals of the same age without acne, while an increase 
in urinary androgen excretion is found in acne patients 
of either sex. 
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It is possible that dietary influences serve as precipi- 
tating or aggravating factors. In this regard, considera- 
tion has been given to excess fats and possibly certain 
carbohydrates, allergy to certain foods, foods with high 
iodine content, and bromide medications. Contact 
with chemical agents, such as tars, paraffins and chlori- 
nated hydrocarbons, may produce acneform eruptions. 

The approach to the management of acne vulgaris 
should take into account all of the previously men- 
tioned factors. The doctor becomes a much more 
trusted friend when he can bring to light the patient’s 
emotional reaction about the impression that is given 
to others because of the acne. This also invites the 
patient back in a more receptive frame of mind for 
other ailments that may occur. Here is an opportunity 
to establish fundamentally a strong professional re- 
lationship. 

The opportunity for educating the parents and the 
patient should not be overlooked. This will create ac- 
ceptance of early treatment and will allow the doctor 
to control the disease and the medical situation very 
nicely. The patient and the family should understand 
that there is no ultimate cure—at best there are only 
corrective measures. The doctor’s objectives are to re- 
duce the acne to the greatest possible extent, to keep 
it under control if it is not unusually responsive, and 
to prevent any of the more serious sequelae—the emo- 
tional and physical scarring. It should be made clear 
that neglect may result in various undesirable effects, 
occasionally even severe disfigurement. 

Time must be enlisted as an aid, but while time is 
operating, there are many helpful routines. The very 
number in itself indicates the lack of specificity; this 
too should be made clear. Some treatments are effec- 
tive in proportion to the enthusiasm with which the 
physician prescribes them and the conviction with 
which the patient accepts them. In that connection, 
the family physician must be aware that, in cases of 
severe involvement, the dermatologist’s expert help 
may be needed. 

Because of its chronicity, some physicians have the 
notion that acne is an “expensive” disease to treat. 
That need not be the case. Most of the local treatment 
can be self-administered by the patient under the phy- 
sician’s guidance. The important thing is to give the 
patient a feeling of confidence that the doctor fully 
understands the problem and will act as a friendly 
guide until improvement has been attained. This pol- 
icy supports the patient through his time of trial, and 
the physician derives vastly more than monetary profit. 
There is no better messenger of good will for the doctor 
than a happy and successfully treated acne patient. 
—Robsert Srorar, M.D., Georgetown University, Wash- 
ington, D.C. 
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Numerous important advances have occurred recently 
in the field of diagnosis and treatment of heart disease. 
In many cases that were formerly considered hopeless, 

the patient can now be cured or greatly helped. 

The salvage of these patients depends upon careful search 


plus early and accurate diagnosis. There are many 


practical clinical methods designed to prevent overlooking cases 
of curable or reversible heart disease. 


Curable or Reversible Forms of Heart Disease 


BY FRANKLIN BERKMAN, M.D. 


AND W. PROCTOR HARVEY,M.D. 
Department of Medicine, Section of Cardiology, Georgetown University Medical Center 


Washington, D.C. 


Durinc the past several decades, newer investigative 
techniques have greatly increased the understanding 
of normal and abnormal cardiovascular function. These 
precision methods have frequently resolved otherwise 
obscure diagnostic problems, especially in congenital 
heart disease, and probably more important, they have 
served as a check or “final court of appeal” for the 
clinician and have thus greatly sharpened skill in 
clinical diagnosis. 

Recent advances in therapy have been even more 
gratifying. The outstanding therapeutic triumph is, of 
course, the antibiotic treatment of subacute bacterial 
endocarditis. 

There have also been significant advances in the 
field of cardiovascular surgery. Many forms of heart 
disease that were considered hopeless a few years ago, 
are now attacked surgically with excellent results. The 
proven benefits of the surgical treatment of selected 
cases of mitral stenosis is a recent exciting chapter in 
this rapidly advancing field. 

From the foregoing discussion, it is apparent that 
the fatalistic attitude regarding heart disease, so prev- 
alent a few years ago, is no longer justified. Each ad- 
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vance in therapy, however, remains futile until it is ap- 
plied to large numbers of patients, and this involves 
the cooperation of all practicing physicians. There are 
many thousands of undiscovered cases of curable or 
reversible forms of heart disease. To take one example, 
it is estimated that the incidence of coarctation of the 
aorta is 1 out of 3,000 to 5,000 of the general popula- 
tion (Figure 1). It is apparent that the total number 
of patients in whom heart disease can be prevented, 
reversed or cured must be considerably larger than 
this figure. 

In spite of the advances that have been made, cases 
that can be cured or greatly relieved are still being 
overlooked. These patients represent some of the 
tragedies of medicine. The key to the solution of this 
problem is earlier and more accurate diagnosis. Be- 
cause these patients most frequently come to the doc- 
tor with nonspecific complaints or unrelated condi- 
tions, the general practitioner is in the best position to 
make an early diagnosis. 

A large body of invaluable clinical and empirical 
knowledge has accumulated over the years, and this 
has direct application to the subject under discussion. 
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Information that can be readily elicited by using one’s 
hands, eyes and ears has unfortunately, all too fre- 
quently, been overshadowed in teaching by “more 
modern tests.” Although the newer procedures are 
valuable and are occasionally indispensable for diag- 
nosis, they are not and never will be a substitute for 
clinical appraisal. Precision techniques unfortunately 
do not always supply precise information, and their 
expense and danger frequently prohibit routine use. 

It is felt that if simple clinical methods were consist- 
ently applied by the majority of physicians, there 
would be a definite reduction in morbidity and mor- 
tality in patients with heart disease. We find what we 
look for, and the importance of every physician being 
on the constant search for curable or reversible forms 
of disease cannot be overemphasized. If all patients 
seen are studied from the approach of looking for signs 
and symptoms of curable or reversible heart disease, 
then few cases will be overlooked. 

The various forms of heart disease that can either be 
cured, or greatly helped, are listed in Table 1. 

As indicated previously, the majority of the condi- 
tions listed in Table 1 can be diagnosed or seriously 
suspected by simple clinical examination. Review of 
many cases in which the diagnosis had been over- 
looked, or serious heart disease diagnosed when none 
was present, revealed that error was most commonly 
due to: (1) failure to consider the condition and initi- 
ate appropriate diagnostic measures (examples: 
“masked thyrocardiac” or hypochloremic alkalosis as 
a cause of “refractory heart failure”); (2) failure to 
elicit information such as absent femoral pulses in 
coarctation of aorta, the murmur of pulmonary arteri- 
ovenous fistula or patent ductus arteriosus; (3) misin- 
terpretation of findings. (For example, an accentuated 
first heart sound occurring with a normal physiologic 
third sound is often confused with the findings in 
mitral stenosis; or ascites due to chronic constrictive 
pericarditis may be ascribed to primary liver or renal 
disease.) 

On the basis of observation along these lines, it is 


felt that the following points deserve re-emphasis.. 


These points are arranged in an order that can be 
utilized by the busy practitioner as a practical routine 
method of clinical approach designed to prevent over- 
looking cases with heart disease in which cure or great 
improvement can be anticipated. 


|. History 


This is, as a rule, the most important part of the 
evaluation of patients with heart disease. Presenting 
complaints are usually of a nonspecific variety but often 
suggest valuable clues to the diagnosis. For example, 
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a history of rheumatic fever coupled with the finding 
of auricular fibrillation usually means mitral stenosis. 
A history of peripheral embolization, especially in a 
young person, may be the first manifestation of mitral 
stenosis. 

The diagnosis is strongly suspected if the history is 
positive for rheumatic fever and/or auricular fibrilla- 
tion. A history of hemoptysis or repeated respiratory 
infections should alert one to the presence of pul- 
monary hypertension. 

Many patients with no heart disease have been made 
cardiac cripples through the incorrect interpretation 
of chest pain or dyspnea. Short stabbing chest pains 
are rarely cardiac in origin, and pain situated below or 
lateral to the left nipple is uncommonly related to 
heart disease. On the other hand, chest pain that 
radiates to the neck, jaw or teeth is nearly always car- 
diac in type (Figure 2). 

Dyspnea that is not aggravated by lying flat, should 
always raise the question of primary pulmonary dis- 
ease, functional dyspnea, anemia or laryngeal obstruc- 
tion. Dyspnea in a child, especially if intermittent on 
exertion or associated with squatting and cyanosis, is 
very suggestive of congenital heart disease. 

Dyspnea on slight exertion in a child without cya- 
nosis should bring to mind the possibility of isolated 
pulmonary stenosis. In a suspect congenital heart case, 
one should always inquire about the health of the 


Figure 1. Coarctation of the aorta will not be overlooked if one always 
palpates the femoral arteries. 
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TABLE 1. 
Curable or Reversible Forms of Heart Disease.{ 


Frequently completely curable** 


Occasionally curable or frequently reversible* 


Traumatic 


Miscellaneous 


Tetralogy of Chronic constric- 
Fallot* tive pericarditis** 

Isolated pulmonary Arterial aneurysms” 
stenosis* 


Myocardial conty- Hypertensive heari 

thythmias** sion** disease* 
Hemopericardium Keart disease dve 

with tomponade** severe onemia** 


Digitalis intoxication* 

“Refractory neart 
failure” due to 
hypochloremic alka- 
losis* or low salt 
syndrome* 


{Certain conditions listed here are not strictly speaking forms of heart diseose but are included becouse they mimic, aggravate or result 
in heart disease and can be treated, often with very gratifying results. Recent work regarding the surgical treatment of gortic stenosis, 
gortic and mitral insufficiency, and septal defects hold great promise for the near future. 


child’s mother during that pregnancy—especially 
about German measles or bleeding during the first 
trimester. 

Dysphagia and stridor in an infant, for which there 
is no obvious cause, should always raise the question 
of a vascular ring—a rare but frequently completely 
curable condition. 

Unusual coldness, numbness, fatigue or cramps in 
the legs in a patient with hypertension may be the 
only clue in the history to the presence of coarctation 
of the aorta. Several of our patients with coarctation 
have noted these leg symptoms as the outstanding com- 
plaint coincident with exertion involving the lower ex- 
tremities, such as swimming, walking, running or rid- 
ing a bicycle. 


ll. General Observation 


Simple observation of the patient in the office or at 
the bedside may be very rewarding. The presence of 
marked “collapsing” pulsation of the carotids (‘‘caro- 
tid jump”) is very suggestive of aortic insufficiency 


76 


(Figure 3). This finding is also common but less well 
developed in arteriovenous fistula, patent ductus ar- 
teriosus, severe anemia and thyrotoxicosis. 

Rapid regular pulsations of the jugular veins due to 
auricular contractions may be the only clinical clue to 
the presence of auricular flutter with high grade auri- 
culoventricular block where the heart rate is in the 
normal range. Frequently this finding is easy to dem- 
onstrate but sometimes it is absent. The electrocardio- 
gram affords ready confirmation. The demonstration 
of these flutter waves in the neck may be of practical 
value in following patients under treatment for auricu- 
lar flutter (Figure 3). If present, the patient is known to 
still have auricular flutter, and repeated electrocardio- 
grams are not required. 

In children, cyanosis of the lower extremities only, 
with clubbing of the toes, is pathognomonic of the in- 
fantile type of coarctation of the aorta with patent 
ductus, while in adults it suggests patent ductus with 
reversal of shunt. 

Squatting in a child is very suggestive of tetralogy of 
Fallot. Because squatting is not socially acceptable in 
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rteriosus** Acute. cheumati= disease** fistula** Unilateral renal 
 Maseular rings poncarditis**  Pheochromocytoma** disease with hyper- 
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Figure 2. Chest pain with radiation to the neck, jaw or teeth is usually 
cardiac in origin. When situated below or lateral to the left nipple it 
is uncommonly related to the heart. 


the adult patient, one occasionally observes maneuvers 
such as crossing with entwining and squeezing of the 
legs, bending over with the head between the knees or 
sitting with the knees pulled up against the chest 
(Figure 4). 

Excessive sweating of the palms with pronounced 
tremor of the fingers is rarely found in normal persons 
and is a frequent finding in neurocirculatory asthenia. 
The cold mottled hands in this condition contrast 
sharply with the warm flushed hands of hyperthy- 
roidism. Warm hands and feet in a patient in conges- 
tive failure without fever is suggestive of “high output 
failure,” especially that due to or aggravated by 
hyperthyroidism. 

Most patients with any significant degree of heart 
failure, especially elderly patients, tend to be slow in 
their bodily movements; to sit up in bed often appears 
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Figure 3. Simple examination of the neck may supply important 
information in such conditions as auricular flutter (rapid regular 
venous pulsations), tricuspid valvular disease (prominent venous 
pulsations), aortic insufficiency (‘carotid jump”), aortic stenosis 
(transmitted systolic murmur over carotids) and chronic constrictive 
pericarditis (venous distention). 


to be a tedious chore. Rapid “‘birdlike” movements are 
frequently present when there is an underlying degree 
of hyperthyroidism, and we have found this simple ob- 
servation a valuable clue in “masked thyrocardiacs.” 


Lesions of the skin occasionally supply valuable in- 
formation. In terms of curable heart disease, the out- 
standing examples are those found in bacteria! endo- 
carditis. The Osler node—a reddish, tender, pea-sized 
nodule, often seen on the palmar surface of the finger 
or hand, and lasting only a few days—is pathog- 
nomonic of subacute bacterial endocarditis. The Jane- 
way lesion—a small, reddish, nontender, flat lesion on 
the palm—and the “splinter hemorrhage” beneath the 
nail, are very suggestive of bacterial endocarditis. 
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IV. Blood Pressure 


A simple procedure such as examination of the 
blood pressure may be the tip-off to a curable condi- 
tion. Since estimation of the blood pressure is almost 
a routine part of every examination it is important to 
be constantly aware of the following observations. 

A wide pulse pressure with low diastolic and normal 
systolic levels is suggestive of patent ductus arteriosus 
(Figure 5). 

A wide pulse pressure with low diastolic and high 
systolic levels is very suggestive of aortic insufficiency 
(Figures 5 and 6). If the electrocardiogram in this lat- 
ter instance shows left ventricular hypertrophy, one 
can be almost certain of aortic insufficiency. Analysis of 
42 cases of aortic insufficiency recently operated on 
with insertion of a Hufnagel plastic aortic valve pros- 
thesis, revealed that 39 of the patients, prior to sur- 
gery, had higher blood pressures in the legs than in 
the arms—often much higher. The average case 


Figure 4. History of squatting in a child suggests tetralogy of Fallot. 
Squatting equivalents in the adult may take the form of crossing with 
entwining and squeezing of the legs, bending over with the head be- 
tween the knees, or sitting with the knees pulled up against the chest. 
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showed pressures of 156/35 in the arms and 240/32 in 
the legs, taken with the standard blood pressure cuff. 
Three cases showed lower pressure in the legs than in 
the arms, and all of these had a coarctation of the aorta 
proven at operation (Figure 6). The blood pressure 
findings in the arms and legs in these three cases were 
220/40 and 110/80, 150/50 and 120/100, 180/42 and 
156/28. The last case had a mild coarctation. In the 
first two of these cases, the pressures in the legs would 
probably be dismissed as not remarkable. It should 
also be noted that all three patients had “normal” 
femoral pulses on palpation. It is suggested that the 
finding of a lower systolic blood pressure in the legs 
than in the arms in patients with free aortic insuf- 
ficiency, even though pressures in the legs may be 
within “normal” range, is strongly suggestive of an 
associated coarctation of the aorta. The presence of 
“normal” femoral pulses in these patients does not rule 
out a coarctation. These findings can be readily dem- 
onstrated clinically and are important because patients 
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Figure 5. Typical blood pressure findings in the upper extremities in 
patent ductus arteriosus, coarctation of the aorta and aortic insuff- 
ciency. 
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with combined aortic insufficiency and coarctation of 
the aorta can greatly benefit from surgical treatment. 
Every case in which hypertension is discovered dur- 
ing routine examination should have the pressure 
checked in the lower extremities ; the finding of hyper- 
tension in the arms and low or absent blood pressure in 
the legs usually means coarctation of the aorta. With 
the finding of variable elevations of blood pressure on 
repeated examination, the physician is obliged to rule 
out a pheochromocytoma. The diagnosis is reinforced 
if there are associated episodes of throbbing headache, 
sweating, pallor, anxiety or hypermetabolism. 


V. Pulse and Heart Rate 


The amount of information that can be derived from 
palpation of the pulses and observation of the heart 
rate is roughly proportional to the physician’s knowl- 
edge of cardiovascular physiology. Much of this infor- 
mation is of practical value. 


a 


Figure 6. Typical blood pressure findings in the upper and lower 
extremities in free aortic insufficiency and free aortic insufficiency 
unth associated coarctation of the aorta. 


For example, in the evaluation of cases of mitral 
stenosis for cardiac surgery, the presence of significant 
aortic valvular disease increases the hazard of opera- 
tion. The presence of the collapsing type of peripheral 
pulses is a valuable sign of aortic insufficiency even in 
the presence of severe mitral stenosis. The finding of 
well-marked peripheral signs of aortic insufficiency 
may help greatly in resolving the significance of an 
apical diastolic rumble (mitral stenosis versus Austin- 
Flint murmur) as in Figures 10a and 10c or a diastolic 
blowing murmur along the left sternal border (aortic 
insufficiency versus Graham Steele murmur). The 
Corrigan pulse and the Quincke pulse are invariably 
present in cases of dynamically significant aortic in- 
sufficiency and help to confirm the blood pressure 
findings. The finding of the “plateau pulse” of aortic 
stenosis is occasionally helpful in evaluation of an 
aortic systolic murmur. 

Absent or diminished femoral pulses are very sug- 
gestive of coarctation of the aorta. Because of the ease 


Figure 7. Bedside diagnosis of the tachycardias requires consideration 
of type of onset, rate, regularity, first heart sound, underlying heart 
disease and the effects of carotid sinus pressure. 
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Figure 8. Effects of carotid sinus pressure (C.S.P.) on heart sounds 
with sinus rhythm and various types of tachycardia. Arrow desig- 
nates onset of carotid sinus pressure. a. Normal sinus rhythm. 
Gradual slowing and gradual return with C.S.P. b. and ¢. Sinus 
tachycardia. Gradual slowing and return with C.S.P. d. and e. 
Paroxysmal auricular tachycardia. Abrupt cessation followed by 
return of normal sinus rhythm, ¢. Auricular flutter. Slowing fol- 
lowed by “‘jerky return’? to previous rate. g. Auricular fibrillation. 
Slight slowing and return to previous irregular fast rate. h. Ven- 
tricular tachycardia. Note varying intensity of first heart sound. 
No effect from C.S.P. 


of palpating femoral vessels, a physical exam is not 
complete without this simple procedure (Figure 1). 
We have not observed an uncomplicated case of coarc- 
tation in which the femoral vessels were not of abnor- 
mal character (diminished or absent). A common mis- 
conception is that coarctation of the aorta can be ruled 
out if the pulses at the ankles are present. 

In regard to heart rate, a slow pulse should always 
suggest the possibility of hypothyroidism. A constant 
regular heart rate, not necessarily rapid, under vary- 
ing physiologic conditions, is occasionally the only 
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clinical clue to an ectopic arrhythmia. For example, a 
middle-aged woman was recently seen whose pulse 
was almost exactly 107 on repeated examinations over 
a period of weeks. The occurrence of a ventricular 
extrasystole on the electrocardiogram “unmasked” 
the presence of additional P waves previously obscured 
by the normal QRS complexes and permitted the diag- 
nosis of auricular tachycardia with 2:1 block. 

The differential diagnosis of tachycardia is a con- 
stantly recurring problem. With careful observation, 
the majority of cases can be diagnosed at the bedside. 
This involves consideration of the onset, rate, regular- 
ity, first heart sound, underlying heart disease and the 
effects of carotid sinus pressure (Figure 7). It is impor- 
tant to diagnose tachycardias correctly, because the 
treatment of choice for one variety may be fatal in an- 
other. Electrocardiographic confirmation should be 
obtained whenever possible. Early treatment is also 
important, since prolonged rapid rates may result in 
death from congestive failure even in the absence of 
underlying heart disease. “Any” type of tachycardia 
may occur in a normal heart. Ventricular tachycardia, 
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however, almost always means serious heart disease. 
The supraventricular tachycardias are frequently found 
in patients with no organic heart disease. 


VI. Carotid Sinus Pressure 


We have found this procedure of very great practical 
value both as a therapeutic and diagnostic aid. Unsatis- 
factory results and the rare neurologic complication 
are due, in the great majority of cases, to poor tech- 
nique. It is necessary first to position the patient so as 
to relax the neck muscles. One must next be able to 
feel the carotid bulb which is identified by its pulsa- 
tions and is located behind and deep to the angle of the 
jaw. Pressure must be exerted usually with sufficient 
force to cause discomfort. This roughly equals the 
force required to indent a tennis ball with the finger. 
Finally, pressure should be applied intermittently, 
pressing and releasing alternately for several seconds. 
In this way there is no prolonged interruption of 
cerebral blood flow. 

One should never press for longer than five seconds 
without releasing. If no results are obtained on one 
side, the procedure should be repeated on the other. 
As a rule, the right side is the more effective. Both 
sides should never be compressed simultaneously be- 
cause of the danger of seriously interfering with cerebral 
circulation. 

With this technique we have obtained good results 
and no untoward complications in a very large number 


Figure 9. Lead II during surgery for aortic insufficiency. Note tachy- 
cardia (rate of 167) with superficial resemblance to ventricular 
tachycardia. Carotid sinus pressure resulted in abrupt cessation of 
rajid rate that ruled out ventricular tachycardia. Lower strip 
taken ten minutes later shows normal sinus rhythm. Inverted P 
waves are related to open chest surgery. 


GP March 1956 


of patients. We feel strongly that every case of tachy- 
cardia, in which the cause is not obvious (fever, shock, 
etc.), should have carotid sinus pressure. Although 
there are the occasional exceptions, the following ob- 
servations generally hold true (Figure 8). 

An abrupt return to normal sinus rhythm is diag- 
nostic of paroxysmal auricular tachycardia; nodal 
tachycardia may also behave in this manner, but this is 
an uncommon arrhythmia and its therapy is essen- 
tially similar. Slowing with “‘jerky return” is character- 
istic of auricular flutter. Gradual slowing and return 
occurs with sinus tachycardia. Ventricular tachycar- 
dia—the most serious of the arrhythmias—is imme- 
diately excluded if any slowing is obtained. The diag- 
nosis of ventricular tachycardia, even with electro- 
cardiographic evidence, may be hazardous without 
utilizing carotid sinus pressure (Figure 9). This may 
be the only method of differentiating between supra- 
ventricular tachycardia with aberrant response and 
ventricular tachycardia, an extremely important con- 
sideration from the standpoint of therapy and 
prognosis. 

Carotid sinus pressure is also useful in the diagnosis 
of angina pectoris. If slowing of the heart rate with this 
procedure relieves pain, it is strongly suggestive of 
angina pectoris. If pain is not relieved, it is somewhat 
against angina. 

The pain of prolonged coronary insufficiency or 
coronary occlusion is unaffected. Some observers feel 
that slowing is not required in this test. Since the diag- 
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Figure 10. Phonocardiograms of a few important auscultatory find- 

ings. a. Mitral stenosis. Localized area at apex. Note accentuated 
first sound (S;) and diastolic rumble (DM) with presystolic accentu- 

ation. b. Another case of mitral stenosis. Area to right of apex. Note 
accentuated first sound (S), opening snap (OS) and presystolic 
rumble. ¢. Free aortic insufficiency. Area to the left of apex. Note 
first sound (not accentuated), faint ventricular diastolic gallop (G) 

followed by rumble of Austin-Flint murmur (AF).d. Patent ductus 
arteriosus. Second left interspace. Note classical machinery murmur 
(MM) enveloping second sound. e. Venous hum. Right supraclavicu- 
lar fossa, patient upright position, head turned to left. Note accentua- 
tion during diastole (rapid flow to right heart) and disappearance of 
hum with compression of veins (VP) above microphone. 


nosis of coronary artery disease in the absence of elec- 
trocardiographic evidence so frequently depends only 
on the interpretation of chest pain, it is felt that more 
frequent use of this test would help increase the 
accuracy of diagnosis. 

Finally, in obscure cases of syncope, one should al- 
ways test cautiously for a hypersensitive carotid sinus. 


This is a rare condition but frequently can be greatly 
helped. 
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Vil. Auscultation 


In some recent technical articles, one notices a ten- 
dency to disparage the value of cardiac auscultation and 
substitute some specialized form of investigation. The 
important value of auscultation is obvious to every phy- 
sician with clinical experience who is responsible for 
the daily care of patients with heart disease. Ausculta- 
tion may be the only method by which a correct diag- 
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nosis may be suspected or safely made in a given case, 
e.g., the ventricular diastolic gallop in early heart fail- 
ure, the continuous machinery murmur of patent duc- 
tus arteriosus (Figure 10d) and the loud first heart 
sound, accentuated pulmonic second sound, opening 
snap, and diastolic rumble of mitral stenosis (Figures 
10a and 10b). 

Changes in the heart sounds are frequently a valu- 
able clue to a curable or reversible condition. In the 
absence of tachycardia, an accented first sound is most 
commonly associated with a short PR interval or mitral 
stenosis. A loud first sound is almost always present in 
mitral stenosis, and this finding should direct the phy- 
sician’s attention to search for other evidence of this 
lesion. In normal people a short PR interval (e.g., 0.12 
seconds) is associated with a loud first sound, and a 
long PR interval of first degree block (e.g., 0.22 sec- 
onds) with a faint first sound. Therefore, in a patient 
with a PR interval greater than 0.16 seconds, the find- 
ing of a loud first sound is even more suggestive of 
mitral stenosis. Accentuation of the pulmonic second 
sound frequently occurs in lesions producing pul- 
monary hypertension. With this finding one must 
always take care to rule out a patent ductus, inter- 
auricular septal defect and mitral stenosis. 

The recognition and interpretation of a third heart 
sound is generally poorly taught and a much neglected 
aspect of clinical auscultation. This is unfortunate be- 
cause a third sound is frequently a clue to a correct 
- diagnosis. On the other hand, the incorrect interpreta- 

tion of a third sound may result in a serious diagnostic 
error. For example, the opening snap of mitral stenosis 
(Figure 10b) is often interpreted as a ventricular dias- 
tolic gallop or a loud first sound with a systolic gallop, 
or a physiologic third sound is often confused with the 
findings in mitral stenosis, etc. One frequently en- 
counters patients with a prominent benign third sound 
who have been told they have organic heart disease on 
the basis of this finding. By employing the techniques 
of “inching,” timing, carotid sinus pressure, and not- 
_ing variation in intensity from beat to beat, one can, 
in the great majority of cases, differentiate between a 
systolic gallop, pistol shot, split second sound, opening 
snap, auricular gallop, physiologic third sound and 
ventricular diastolic gallop. 

Frequently one encounters patients with organic 
heart disease, particularly hypertensive, in which the 
only evidence of “heart failure” is the presence of a 
ventricular diastolic gallop. It is our clinical impression 
that if measures for the treatment of failure are insti- 
tuted at this stage, it is possible to prolong the pa- 
tient’s life probably several years. 

A common difficult problem in differential diagnosis 
is that of benign idiopathic pericarditis versus myo- 
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cardial infarction. The finding of a ventricular gallop in 
this instance is helpful, as it is a common finding in an 
infarction and uncommon in pericarditis. 

Cardiac murmurs obviously may be an important 
clue to a curable condition—occasionally the only 
clinical finding, e.g., the continuous “machinery” mur- 
mur of patent ductus arteriosus that envelops the sec- 
ond sound and is heard best in the region of the second 
left interspace (Figure 10d). Excluding infants, this 
typical murmur is present in about 95 per cent of the 
cases, and its absence is strongly against the diagnosis 
of patent ductus. A harsh murmur, often with a thrill, 
heard best along the left sternal border, suggests pul- 
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Figure 11. Murmurs heard best (or equally well as in front) over the 
posterior chest suggest coarctation of the aorta or pulmonary arterio- 
venous fistula. 
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Figure 12. A simple exercise that can be performed in the physician’s 
office to clarify murmurs, cyanosis, arrhythmias and blood pressure 
changes. 


monary stenosis or a septal defect. A diastolic blow 
along the left sternal border in a patient with hyper- 
tension suggests the diagnosis of coarctation of the 
aorta with bicuspid aortic valve. The diagnosis of co- 
arctation may be established by palpating the femorals 
and taking blood pressures in both upper and lower 
extremities. Patients of this type may derive great bene- 
fit from surgery. 

Occasionally a murmur is discovered that is heard 
best (or equally well as in front) over the posterior 
chest. This should always suggest the possibility of 
coarctation of the aorta or pulmonary arteriovenous 
fistula (Figure 11). A case was seen recently where the 
first clue to coarctation of the aorta was the finding of 
a grade-2 systolic murmur heard equally well over the 
base of the heart and the back, The impression was 
confirmed by absent femoral pulsations, and operation 
was subsequently performed. Another had a murmur 
over a localized spot on the chest posteriorly. This, 
along with some clubbing of fingers and telangiectasia 
of lips and mouth led to diagnosis of pulmonary 
arteriovenous fistula, later proved by angiocardiogram. 
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Because of the recent development of mitral com- 
missurotomy, the interpretation of an apical diastolic 
rumble has assumed a significant practical importance. 
If an accentuated first sound and an opening snap are 
also present, one may readily diagnose mitral stenosis. 
The absence of an accentuated first sound is very un- 
usual in dynamically significant mitral stenosis, and 
this fact frequently allows one to correctly label an 
apical diastolic rumble as an Austin-Flint murmur if 
there is evidence of aortic insufficiency. An opening 
snap and a ventricular diastolic gallop are, in the great 
majority of cases, mutually exclusive lesions. There- 
fore, in the presence of an apical rumble, an opening 
snap would favor mitral stenosis while a ventricular 
diastolic gallop would favor the Austin-Flint murmur 
(Figure 10). 

A venous hum over the large veins in the neck is a 
frequent finding in normal children and is not uncom- 
mon in young healthy adults (Figure 10e). To demon- 
strate this finding one should use very light pressure 
with the bell portion of the stethoscope, listening over 
the supraclavicular fossae with the patient in the up- 
right position and the head turned in the opposite di- 
rection. A true venous hum will disappear with inter- 
ruption of venous flow by digital compression of the 
veins above the point of auscultation (Figure 10). 
Many patients with conditions causing accelerated ve- 
nous return to the heart will demonstrate a venous 
hum, and patients with thyrotoxicosis having a vascu- 
lar thyroid, in our experience, invariably show this 
finding. Therefore, in a suspect thyrocardiac, the ab- 
sence of a venous hum is strongly against thyrotoxico- 
sis. Occasionally a venous hum may be so loud that it 
is well heard beneath the clavicles. We have seen one 
case in which this was misinterpreted as the murmur of 
a patent ductus, and the patient was referred for car- 
diac surgery. Obliteration of the hum by compression 
of the neck veins quickly resolved the problem. Another 
case with a venous hum was sent to the various clinics 
in a hospital over a five-year period. Various diagnoses 
such as patent ductus, arteriovenous fistula, congen- 
ital heart disease, etc., were made before this benign 
finding was diagnosed. Unfortunately, by this time, a 
deep-seated cardiac neurosis was present. 

It is generally appreciated that a pericardial friction 
rub always means organic disease and is a valuable sign 
in differential diagnosis and prognosis. An outstanding 
example is the grave prognostic significance of a peri- 
cardial rub in uremia; the great majority of patients 
are dead within several weeks after this finding. The 
time of onset and duration of a friction rub are occa- 
sionally of great value in distinguishing between peri- 
carditis of infectious origin and pericarditis of myocar- 
dial infarction—conditions that may mimic each other 
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closely in nearly every respect except from the stand- 
point of prognosis. If the friction rub in this instance 
appears before electrocardiographic changes, it is 
strongly in favor of pericarditis. Most cases of myo- 
cardial infarction with a rub have unequivocal or very 
suggestive electrocardiographic changes in keeping 
with this diagnosis. One must be careful not to confuse 
a faint scratchy pulmonic systolic murmur or a pleuro- 
pericardial friction rub with a pericardial rub. If sys- 
tolic and diastolic components are heard, particularly 
when the breath is held, one may safely diagnose a 
pericardial rub. One should be hesitant, therefore, to 
make this diagnosis when only a single component is 


heard. 


Vill. Exercise 


Under some circumstances, the few minutes required 
to exercise a patient to bring out certain findings may 
be very rewarding. Exercise is frequently useful in 
bringing out a murmur, e.g., in mitral stenosis, arterio- 
venous fistula and septal defects. 

Occasionally it is difficult to differentiate clinically 
between frequent extrasystoles and auricular fibrilla- 
tion. With exercise, extrasystoles tend to disappear 
unless myocardial disease is present, while the irregu- 
lar rhythm of auricular fibrillation is usually aggra- 
vated. 

In a case of suspect patent ductus arteriosus, the 
changes in the blood pressure with exercise may be 
helpful. Exercise will usually cause further lowering of 
the diastolic pressure. 

In patients with congenital heart disease, it is very 
important to establish the presence or absence of cya- 
nosis ; if cyanosis is present one is usually safe in diag- 
nosing a right to left shunt. This finding frequently 
may be brought out or accentuated by exercise which 
can be easily performed in the physician’s office (Figure 
12). We recently saw a 34-year-old white man with a 
grade 4 to 5 harsh systolic murmur and thrill best 
heard at the third and fourth left intercostal spaces 
along the sternal border and known to be present since 
childhood. Physical examination was otherwise not re- 
markable. The hemoglobin was 16 grams. He was rel- 
atively asymptomatic, and cyanosis was not evident. 
X-rays and fluoroscopy were not helpful. The electro- 
cardiogram showed right ventricular hypertrophy and 
incomplete right bundle branch block. The initial clin- 
ical impression was pure pulmonic stenosis. He was 
then exercised by stepping repeatedly on and off a 
chair. This resulted in moderate cyanosis of the nail- 
beds, lips and nose. It was then necessary to postulate 
a right to left shunt, and the only reasonable possibili- 
ties would be tetralogy of Fallot or pulmonary stenosis 
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Figure 13. Low voltage on the electrocardiogram should always raise 
the question of myxedema, beriberi heart disease, chronic constrictive 
pericarditis and pericardial effusion. 


with interatrial septal defect—two conditions for which 
surgical treatment is available. 


IX. The Electrocardiogram 


Since the advent and mass production of the port- 
able direct writing machines, many more physicians 
are taking electrocardiograms, often routinely on all 
patients. Many patients have benefited from this. On 
the other hand, there has been considerable abuse of 
this technique, especially with reference to interpreta- 
tion of tracings. Unfortunately too many patients are 
seen who state they have heart disease and cite a be- 
nign electrocardiographic finding as the only evidence. 
It cannot be too strongly emphasized that an abnormal 
electrocardiogram does not necessarily indicate heart 
disease, just as a normal tracing doesn’t always indicate 
a normal heart. If this single fact were appreciated by 
all physicians utilizing the electrocardiogram, there 
would be a considerable reduction in the incidence of 
iatrogenic heart disease. 

The finding of “low voltage” is of real significance, 
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as it is frequently seen in several forms of curable heart 
disease, namely, chronic constrictive pericarditis, acute - 
pericarditis with pericardial effusion, and heart disease 
secondary to beriberi or myxedema (Figure 13). 

Right axis deviation with auricular fibrillation is 
strongly suggestive of mitral stenosis. One always wel- 
comes the finding of right axis deviation or right ven- 
tricular hypertrophy in patients who are candidates 
for mitral comissurotomy, as this suggests that there is 
no dynamically significant aortic valve lesion or mitral 
insufficiency. Extreme right axis deviation and right 
ventricular hypertrophy are common and most highly 
developed in certain types of congenital heart disease. 
The value of this finding is exemplified in the case cited 
above, where exercises were used to demonstrate cya- 
nosis; if the electrocardiogram had been normal or had 
shown evidence of left ventricular hypertrophy, most 
observers would have been satisfied with the diagnosis 
of interventricular septal defect. It is worth remember- 
ing that right axis deviation or right ventricular hyper- 
trophy, is not compatible with uncomplicated patent 
ductus arteriosus. Under these circumstances surgery 
is generally contraindicated. 

Left ventricular hypertrophy in a patient having un- 
complicated patent ductus usually means the ductus 


is a large communication, and urgently requires sur- 
gical treatment unless other complicating factors are 
present. When the electrocardiogram shows “left ven- 
tricular hypertrophy” in a patient with congenital 
heart disease and cyanosis, tricuspid atresia associated 
with a rudimentary right ventricle is usually present. 
Left axis deviation or left ventricular hypertrophy in 
an infant is an abnormal finding and may be one of the 
earliest pieces of objective evidence leading to the cor- 
rect diagnosis of a reversible heart condition, such as 
coarctation of the aorta or patent ductus ateriosus. 
Fatalities from chest injuries due to automobile acci- 
dents have become more common recently, and with 
the increasing emphasis on horse power in our auto- 
mobiles, there is every reason to believe that this prob- 
lem will assume greater proportions. Careful post- 
mortem examinations in such cases have revealed a 
surprisingly high incidence of myocardial contusion 
and necrosis and the occasional finding of myocardial 
rupture. The frequent presence of chest pain due to 
rib fracture, muscle or nerve injury, or blood and fluid 
in the pleural space make clinical evaluation of the 
cardiac status particularly difficult. If every case of 
chest injury were checked electrocardiographically, 
many more examples of cardiac damage would be dis- 
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Figure 14. Three examples of rapid and irregular heart action re- 
lated to digitalis intoxication where administration of additional 
digitalis might prove fatal. a. Rapid “regular” auricular fibrilla- 
tion with very fine f waves. b. Auricular tachycardia with block 
(varying 1:1 and 2:1 response). ¢. Alternating bidirectional and uni- 
directional ventricular tachycardia. 
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covered, and it is anticipated that with careful medical 
management (similar to that for a coronary occlusion), 
a significant number of patients would be salvaged. 

A frequently occurring problem in the day-to-day 
management of patients with heart disease is digitalis 
intoxication. This is to be expected as full digitalization 
often involves administering the drug until toxic effects 
occur. There can be no question that many deaths are 
directly attributable to this cause. An accurate esti- 
mate of mortality due to digitalis intoxication is diffi- 
cult to obtain because of the lack of specific findings at 
autopsy and the general aversion to recording this di- 
agnosis on a death certificate. 

Digitalis toxicity may result in “any” arrhythmia 
which usually precedes the terminal ventricular fibril- 
lation. These abnormal rhythms frequently manifest 
themselves as tachycardia or irregularity of heart action 
(Figure 14)—two findings that unfortunately are often 
considered indications for digitalis or quinidine ther- 
apy. The electrocardiogram is an indispensable aid in 
any case where digitalis toxicity is suspected. For ex- 
ample, the finding of bidirectional ventricular tachy- 
cardia is almost pathognomonic of digitalis intoxica- 
tion; auricular tachycardia with block (“atypical flut- 
ter’’) is frequently due to overdosage of digitalis, with 
or without potassium depletion; fast “regular” auricu- 
lar fibrillation with fine f waves is very suggestive of too 
much digitalis (Figure 14). If, by mistake, additional 
digitalis is given under these circumstances, a reversi- 
ble condition may be made irreversible. 


X. X-ray 


Because of the large number of people who now have 
chest x-rays, this is often the first clue to a preventable, 
curable or reversible form of heart disease. The out- 
standing example is the finding of notching of the ribs 
due to coarctation of the aorta. It is worth noting, 
however, that this finding is not as a rule detectable 
under 12 to 15 years of age. 

A prominent pulmonary artery segment is a valuable 
finding, as it commonly occurs in diseases that can be 
greatly helped such as mitral stenosis, atrial septal de- 
fect, patent ductus arteriosus, pulmonary stenosis (with 
post-stenotic dilatation), and multiple pulmonary em- 
bolization (Figure 15). A prominent pulmonary artery 
segment with avascular lung fields is a frequent find- 
ing in patients with pulmonary stenosis. 

In a child, when the question arises of a “vascular 
ring,” such as a double aortic arch, causing tracheal 
compression, it is comforting to know that a radiologist 
can usually give us a definite answer regarding the 
presence of this curable condition. 

Another important positive x-ray finding is a calcifi- 
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Figure 15. Examples 
of cardiovascular dis- 
ease, producing en- 
largement of the pul- 
monary artery in 
which good results 
may be anticipated 
from therapy. a. 
Mitral stenosis. b. 
Interarterial septal 
defect. «. Patent duc- 
tus arteriosus. d. Pul- 
monary stenosis (with 
post-stenotic dilata- 
tion).e. Chronic mul- 
tiple pulmonary em- 
bolization. 
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tem syphilis arises. 
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Figure 16. Proper accommodation of the eyes for at least one-half 
hour prior to cardiac fluoroscopy is essential for adequate examina- 
tion, particularly in detecting areas of calcification. 


cation of the ascending aorta. This finding is almost 
diagnostic of syphilitic aortitis and is very helpful 
when the question of diagnosis and etiology of aortic 
insufficiency, aortic aneurysm and central nervous sys- 


Cardiac fluoroscopy is a very important part of the 
diagnostic workup of patients with heart disease. It is 
not a substitute for clinical appraisal or other methods 
of investigation but is used to complement these, chief- 
ly by supplying information regarding size, configura- 
tion and dynamics of the heart chambers and large 
blood vessels. Occasionally an important finding in the 
differential diagnosis may be picked up only by this 
method. For example, the finding of calcium in a valve 
leaflet or in the pericardium may resolve an otherwise 
knotty diagnostic problem. Calcium in the aortic valve 
in patients with aortic murmurs immediately “rules 
out” a functional origin of the murmur and usually 
denotes aortic stenosis. Rarely, after extensive investi- 
gation, short of cardiac catheterization or angiocardiog- 
raphy, is one unable to differentiate between mitral 
stenosis and interatrial septal defect. The finding of cal- 
cium in the mitral valve solves this problem. 


A point that is not commonly emphasized is the 
great importance of accommodation of the eyes prior 
to fluoroscopy. As a rule, unless the fluoroscopist uti- 
lizes the red goggles or a darkened room for at least a 
full half hour, small areas of calcification will not be 
seen, and valuable diagnostic information will be over- 
looked (Figure 16). It might be added that calcification 
of the valves has an important bearing on the selection 
of patients for valvular surgery. In general, the pres- 
ence of calcium in a stenotic valve makes surgery more 


difficult. 


Xl. Useful Points to Remember: 


There are certain findings that clinical experience 
has proven to be dependable signs of organic heart 
disease and these should always be carefully searched 
for (Figure 17). The most notable examples are cardiac 
enlargement, pulsus alternans, ventricular diastolic 
gallop, diastolic murmur and palpable thrill. In addi- 
tion, one often finds heart disease in the presence of 
severe prolonged anemia, thyrotoxicosis, myxedema 
and diastolic hypertension. 

Heart disease must be diagnosed with caution in the 
pregnant woman. Slight cardiomegaly, grade 1-2 sys- 
tolic murmurs in the pulmonic and apical areas, pul- 
monary artery enlargement and suggestive cardiac 
symptoms have all been noted in the absence of organic 
heart disease. As a rule it is wise in cases with equivocal 
findings to defer opinion until four to six weeks after 
termination of pregnancy. 

It is important always to suspect beriberi heart dis- 
ease in patients with unexplained cardiac enlargement 
or heart failure. If there is a history of alcoholism or if 
there are stigmas of vitamin deficiency, the diagnosis is 
reinforced, and cure or great improvement may be an- 
ticipated from vitamin therapy. 

Chronic constrictive pericarditis is often overlooked 
or misdiagnosed. If this condition were considered in 
all patients with increased venous pressure as mani- 
fested by distended veins and not much other evidence 
for heart failure, then few cases would be missed. 
Another helpful sign would be the demonstration of 
calcium in the pericardium—a finding in about half of 
the cases. This is sometimes evident in an oblique 
chest plate when not noticeable in a PA view. This 
finding alone, in the absence of other criteria, does not 
make the diagnosis of constrictive pericarditis. 

One occasionally sees patients with unduly rapid 
auricular fibrillation that cannot be slowed by digitalis. 
The great majority of these patients have underlying 
disease, commonly with fever. Two outstanding exam- 
ples are active rheumatic fever and hyperthyroidism. 
It is particularly important to consider the latter diag- 
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nosis in all cases of auricular fibrillation, especially 
when the ventricular rate fails to slow with digitalis, as 
this is a reversible form of heart disease. 

In cases of unexplained fever, the presence of a 
grade 2 or louder murmur should always suggest bac- 
terial endocarditis. If repeated examination shows vari- 
ation in the intensity of the murmur, one is especially 
obliged to pursue this diagnosis. These simple findings 
have commonly alerted the physician to the correct 
diagnosis at a stage in the disease when therapy could 
result in a cure. Bacterial endocarditis must always be 
considered in every febrile illness in patients with ac- 
quired valvular disease and congenital heart disease. 
For example, in the past, approximately 30 per cent of 
patients with patent ductus arteriosus have developed 
bacterial endocarditis. This, incidentally, is a good 
argument for surgical treatment in almost all cases of 
patent ductus as soon as the diagnosis is made. 


Figure 17. Dependable signs of organic heart disease. 
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latrogenic Heart Disease 


In any discussion about preventable or curable heart 
disease, one is always obliged to mention iatrogenic 
heart disease. The importance of this subject may be 
inferred from the fact that up to 50 per cent of patients 
seen by some cardiologists have unnecessary or undue 
anxiety regarding the heart. The physician must take 
great care to avoid tactless remarks (e.g., ‘“This is one 
of the loudest murmurs I’ve heard.”’) and remarks that 
may be misinterpreted (e.g., “The x-ray shows a small 
heart.”’). Physical activity should never be restricted 
unless there is a definite indication. The common atti- 
tude of ‘“‘we can’t be certain, but you’d better take it 
easy just to be sure” is a potent source of confusion 
and anxiety. Finally, if symptoms and signs cannot be 
interpreted, one should obtain further studies or assist- 
ance before diagnosing heart disease. If fear and doubt 
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are instilled by the first physician seeing the patient, 
the problem of therapy is much more difficult. 

The following two cases are cited to underline the 
very great importance of this problem. 

Case 1. A young man in his thirties was admitted to 
the hospital for therapy of pneumonia. He stated that 
in addition he had mitral stenosis of many years dura- 
tion. A loud, somewhat roughened, first sound was 
present, but an opening snap or a diastolic rumble 
could not be demonstrated. The rest of the medical 
workup supplied no information to suggest the diag- 
nosis of mitral stenosis. He was reassured that heart 
disease was not present. 

The patient’s initial reaction to this was one of anger 
which, however, soon changed to relief and gratitude. 
The reason for these mood changes became apparent 
on further questioning. Over ten years previously, he 
had been told by his physician that he had mitral 
stenosis. A short time later he was called up by the 
draft for army service, convinced the medical examiner 
that he had rheumatic heart disease and was rejected. 
He subsequently obtained insurance and because of 
his “rheumatic heart” had to pay higher premiums. 
His activity was restricted and a more sedentary occu- 
pation was advised; he then worked as a watch repair- 
man for the next ten years. 

A decade of this man’s life was thus altered because 
of misinterpreting a normal auscultatory finding. He 
had sufficient sense of humor to remark ‘‘Well, any- 
way, it kept me out of the army.” 

Case 2. A dentist in his thirties, while at work in his 


office, suddenly experienced an episode of moderate 
stabbing precordial pain lasting a few minutes. There 
was no radiation. For reassurance he consulted a phy- 
sician friend whose office was in the adjoining suite. 
Physical examination failed to reveal any abnormalities 
and an electrocardiogram was taken. This was inter- 
preted as “pretty good,” but the dentist sensed some 
hesitation and doubt in his friend’s voice. 

The patient was advised to continue with his work 
but “to take things easy.” His anxiety gradually sub- 
sided, and several weeks later he decided to chop some 
trees in his yard. While doing so, his physician hap- 
pened by and remarked ‘You shouldn’t be doing 
strenuous exercise. That pain you had recently may be 
a warning of what may come in the future.” 

Following this, the dentist developed severe anxiety 
to the point that he couldn’t concentrate on his work, 
was unable to sleep, and resorted to alcohol for relax- 
ation. This situation continued for several months un- 
til he decided to go to another city for a complete car- 
diac evaluation. This failed to reveal any evidence of 
disease. The electrocardiogram showed a minor normal 
variant which was the root of his cardiac neurosis. 
With careful explanation and reassurance, all anxiety 
symptoms disappeared and he remained asymptomatic. 

Comment. In spite of all the advances that have oc- 
curred in cardiology, iatrogenic heart disease is still a 
major problem and appears to be as common today as 
in the past. This is particularly unfortunate since we 
are dealing with an almost completely preventable 
condition. 


March, 1956. 


So Help Me, Hippocrates 


that I, Dr. 


, will attend the 1956 


Scientific Assembly of the American Academy of General Practice in Washing- 
ton, D.C., March 19-22, and that with these words I will insTANTLY take steps 
to implement this resolution, as follows: 
1. Make appropriate marks on calendar. 
2. Instruct secretary to obtain hotel and transportation reservations. 
3. Instruct secretary to assist me in impressing all patients with the fact that 
their welfare and mine depend upon my being in Washington, D.C., in 


4. Arrange for substitute in practice. 
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Bronchopleural Fistula 


BY SOL KATZ, M.D. 
Associate Editor, GP 


BRONCHOPLEURAL FISTULA occurs more often from per- 
foration of an inflammatory process of the lung into the 
pleural space than from extension of an empyema into 
the lung. When the latter occurs, it is usually a long- 
standing neglected empyema that is responsible. 

When artificial pneumothorax was popular as a col- 
lapse measure in the therapy of tuberculosis, broncho- 
pleural fistula was seen in about 5 per cent of patients 
treated by that method. 

In patients with far-advanced pulmonary tubercu- 
losis untreated or not responding adequately to chemo- 
therapy, bronchopleural fistula resulting from the 
perforation of a peripheral tuberculous cavity into the 
pleural space is still seen. 

At the present time, nontuberculous pulmonary in- 
fections exceed the tuberculous as causes of broncho- 
pleural fistula. Anaerobic infections, such as putrid 
lung abscess, bronchiectasis and suppurative gangre- 
nous pneumonia, or suppurative pneumonia due to cer- 
tain aerobes like staphylococcus, streptococcus, H. 
influenza or Friedlander’s bacillus, may be complicated 
by bronchopleural fistula. 

Mycotic infections, especially actinomycosis, have 
also been incriminated. 

Bronchopleural fistula is also a consequence of pene- 
trating wounds of the thorax as well as necrosis of the 
pleura by bronchogenic carcinoma. Surgical causes in- 
clude pulmonary resection (failure of the bronchial 
stump to heal) and drainage of a lung abscess (con- 
tamination of the pleura). Subdiaphragmatic and ex- 
trapleural infections may also extend through the 
pleura and into the lung resulting in a bronchopleural 
fistula. 

The significance of a bronchopleural fistula lies not 
in the communication itself but in the complications 
that it causes such as tension pneumothorax, empyema 
and the aspiration of pleural fluid into the bronchial 
tree. 

The diagnosis is suggested by the presence of air or 
more commonly an air-fluid level in the pleural space 
not due to the introduction of air from without through 
an aspirating needle. 

The expectoration of pleural fluid or a dye such as 
methylene blue introduced into the pleural space is 
pathognomonic of the condition. Also, when an inex- 
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Figure 1 (left). Localized pyopneumothorax due to bronchopleural 
fistula secondary to lung abscess. 


Figure 2 (right). Far-advanced tuberculosis complicated by bren- 
chopleural fistula. The upper part of the left lung is replaced by a 
huge cavity. Note air-fluid level at left base representing tuberculous 
pyopneumothorax. 


Figure 3a (left). Bronchopleural fistula following left upper lobe 
lobectomy for pulmonary tuberculosis. The opacities throughout 
the right lung represent Lipiodol retained after a bronchegram. 
b (right). Expectoration of fluid through the fistula is demon- 
strated by lowering of the air-fluid level. 


haustible amount of air is obtained at the time of pleu- 
ral aspiration, the presence of a wide-open broncho- 
pleural fistula is indicated. With less patent fistulas, 
one may have to wait a few minutes for air to reaccumu- 
late in the pleural space in order to demonstrate an 
intrapleural pressure change before the presence of a 
fistula can be suspected. This pressure alteration can 
be made to occur more quickly by having the patient 
cough, thereby causing a sudden air leakage through 
the fistula. 
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The market is crowded with thousands of pharmaceuticals— 
all capable of provoking untoward reactions. 

These can be listed as toxic effects, side effects, idiosyncrasy, 
intolerance, secondary effects, the Schwartzman phenomenon, 
the Jarisch-Herxheimer reaction and the allergic response. 
For the several hundred commonly used drugs, physicians 
should develop a “‘mental check list” that takes into account 
the patient, the pharmacologic properties of the drug, 

and the types of untoward reactions it may evoke. 


The General Practitioner and Drug Reactions 


BY ETHAN ALLAN BROWN, M. D. 


Boston, Massachusetts 


THE GENERAL PRACTITIONER has two good reasons for 
being interested in drug reactions. First, he wishes to 
help, not harm, his patient. Second, he wants, to be 
certain that the signs and symptoms presented by his 
patient are due to the disease present, and not to the 
drugs administered. There are other, and only slightly 
less important reasons. One is the necessary under- 
standing of how drugs act outside the framework of 
their true pharmacological properties. Another reason 
—really the same point of view in reverse, as it were— 
is the desire to know how and why the body reacts as it 
does when it responds nonpharmacologically to a drug. 

An analysis of the problem of drug reactions and its 
chief subdivision, drug allergy, shows that, at the most, 
eight or ten hours of study will give the inquiring phy- 
sician a framework, a vocabulary, and an understand- 
ing on which to build a sound and solid knowledge of 
this field of medicine. 


What Is a Drug? 


For the purposes of this discussion, “drug” means 
any substance, active or inactive, taken into the body 
by any route, to mitigate or cure any bodily disorder. 
Antibiotics, vitamins, aspirin, caffeine, nicotine, glu- 
cose, chlorides and iodides, and, for that matter, 
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“placebos,” are all drugs, however much habit has 
blinded us from seeing some of them in this light. 

The pharmaceutical manufacturers make available 
to us 140,000 different preparations. Of these, the 
penicillins alone, in the same or in slightly diverse 
forms, represent several hundred. Among the anti- 
asthmatic mixtures, for instance, there are Luasmin, 
T-Bardrin, Hydrillin and Hyadrine, as well as a host 
of others. There are issued annually 14,000 so-called 
“new drugs,” and in addition, in 1954, for instance, 
there were 38,000 changes in packages, combinations 
and mixtures of old drugs. No one who has not special- 
ized in pharmacology itself, and in the pharmaceutical 
field, can know, or pretend to keep in touch with, all 
aspects of the literature involved. However, the out- 
look is not hopeless. 

There are fortunately, at the most, only several 
hundred important drugs. The physician in general or 
specialist practice actually uses, at the most, not more 
than 100 of these. But of those he uses he should, and 
indeed must, know the possible reactions, of whatever 
type. 

If we attempt to begin with the drugs themselves, as 
they are generally grouped in accordance with purpose 
of action, we see that we cannot learn much from them, 
because they otherwise possess so little in common. 
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The antimicrobial substances are as heterogeneous as 
arsenic, the sulfonamides and the antibiotics. The 
antiarthritic drugs, the antihypertensives, the anti- 
histamines, the anticonvulsants, the antithyroids, the 
excitants and the depressants are equally diversified as 
groups, and within each grouping. 


What Is a Reaction? 


Fortunately for us, although there are so many 
effective drugs, their reactions, as we study them, 
prove that the body can react in only a limited number 
of ways. The types of reactions can be placed into 
eight groups, for each of which there is a standard 
definition. It does not require textbook, immunologic 
or biochemical knowledge to distinguish between them 
when they are present in pure form. The recognition 
of such reactions for exactly what they really are, is 
important, because each type requires different treat- 
ment as far as the drug is concerned, and different 
handling, as regards the patient. 

Reactions are often listed as: toxic effects, side 
effects, idiosyncrasy, intolerance, secondary effects, 
the Schwartzman phenomenon, the Jarisch-Herxhei- 
mer reacuon and the allergic response 

Toxic effects. These endanger life itself. The word is 
well derived from “toxikos,” pertaining to a bow and 
arrow, and “‘toxikon,” an arrow poison. Toxicity may 
be a matter of degree. A drug may be primarily toxic if 
its usual action is a poisonous one, and in this sense it 
is not correct to talk of the toxicity of common drugs 
when used in therapeutic doses. Cyanides are primar- 
ily toxic, but this does not mean that, in minute doses, 
they cannot, as in the past, be used as carminatives. 

A drug may, of course, be secondarily toxic when, 
whatever the purpose of its administration or mecha- 
nism of action, it causes true toxic effects. Many such 
true toxins are used with a calculated risk, as, for in- 
stance, digitalis or curare. A measured toxic effect, in 
order to create anemia, may be the hematologist’s pur- 
pose in administering a drug. The same medication 
might be regarded as something to avoid under other 
circumstances. 

Side effects are usually judged egocentrically by both 
physician and patient. Any undesirable, nontoxic, 
nonallergic, directly-caused response (for which often 
no use has yet been found), should be labeled a “side 
effect.”” The mental depression often seen with sulfona- 
mides, and the somnolence with antihistaminic agents, 
are so described. On the other hand, when an antihis- 
taminic drug is given at bedtime for its sedative action, 
or amphetamine is given for its appetite-depressing 
qualities, these so-called ‘‘side effects” are the prime 
purposes for which the drugs are prescribed. . 
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Idiosyncrasy is an inherent qualitative abnormal reac- 
tion. The prolonged intense excitement that some- 
times follows barbiturate ingestion, or the allergic 
reaction to nonallergic antihistaminic drugs, are often 
so described. 

Intolerance is a quantitative deviation from the nor- 
mal. One of the best examples is sialorrhea following 
small doses of iodides, or cinchonism from less than 
normal doses of quinine. The reactions resemble 
pharmacologic overdosage, although they result from 
usual doses of the medication. 

Secondary effects refer to those reactions not directly 
caused by a drug, but mediated by a series of changes 
indirectly initiated by it. The “choleriform syndrome” 
following the use of some antibiotic agents is an exam- 
ple. The vitamin deficiency due to the effect of an anti- 
microbial agent on the intestinal bacteria, is another. 

The Schwartzman phenomenon is exemplified, in 
brief, by a special type of interrelation between the 
drug and a previous infection, as seen in certain pur- 
puras. It is comparatively rare, and the exact mecha- 
nism is not known. 

The Jarisch-Herxheimer reaction is due to the imme- 
diate direct effect on the body, not of the drug, but of 
the toxins released by bacteria the drug has affected. 
Such bacterial endotoxins and exotoxins may be 
primarily toxic, or occasionally act as allergens in 
sensitive patients. Such reactions are not induced by 
subsequent, similar administration of the same drug, in 
the same patient, in the absence of bacteria! infection. 

Allergic responses possess the following general char- 
acteristics: Minute quantities of a drug, although ap- 
parently previously taken in normal amounts with 
impunity, sometimes gradually—but often suddenly 
and explosively—cause one or several of the known 
allergic types of reaction. These are particularly dis- 
tinguished by smooth muscle spasm, mucous mem- 
brane edema, urticaria and skin lesions, usually mor- 
billiform, scarlatiniform and maculopapular rashes. 
Almost all are relieved by epinephrine, ephedrine, 
antihistaminic agents, cortisone and corticotropin. In 
practice, these effects can involve any, and in fact, 
every organ and tissue cell. 

In those patients in whom the response seems to be 
due to a first exposure to a drug, the original sensitiz- 
ing administration may never be uncovered. Cross 
sensitization (as with the tetracyclines) may be one 
reason for this, another being that patients do not 
always know what had been prescribed for them, or 
what they may have inadvertently taken. 

Allergic reactions are not due to what the textbooks 
delineate as toxic, pharmacodynamic or cumulative 
actions. With some allergic responses, skin tests may 
reveal the presence of precipitins and antibodies. 
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These are seen when the sensitization not only affects 
the obvious shock organ, but also represents an adap- 
tation elsewhere in the body of an enzyme system 
specifically concerned with the synthesis of globulins. 
The altered globulins are present in the circulation as 
antibodies, and the patient presents positive skin or 
blood tests. When the changed enzyme system resides 
only in the shock organ, and when the tissues of this 
organ are not involved in globulin production, there is 
no blood stream evidence of allergy and, of course, no 
response to skin tests. 

It appears that the syndromes associated with the 
circulating antibodies are those most frequently seen 
with immediate reactions. The others are apparent 
more often with delayed reactions. There are, at pres- 
ent, no simple, consistent techniques for testing shock 
organs other than the eye, nose and lung in those pa- 
tients in whom positive intradermal skin tests, of the 
type which are blood borne, are absent. Patch tests 
may be positive in some forms of allergy affecting the 
skin. They cannot be depended upon. As has been 
pointed out by Sulzberger, there are neither gross 
organic changes nor microscopically recognized tissue 
alterations that are invariably pathognomonic of al- 
lergy, either drug-induced or otherwise. As empha- 
sized, the body cells apparently respond to many dif- 
ferent types of stressors with a limited number of reac- 
tion patterns. 

If these reactive states can be defined so easily, and 
often so clearly recognized, why is this subject so often 
regarded as complex? When the response is distinc- 
tive and immediate, we often quickly recognize what is 
happening. But we must remember that we are dealing 
with multiple purpose drugs, and with patients who 
may be both sick and allergic. When a patient is given 
penicillin and responds with urticaria on each of 
several occasions, there is no doubt as to the causal 
relationship. If, with previous lung infection, he has 
suffered from bronchospasm, and his response to 
penicillin is asthma, what is the answer? Is the asthma 
due to his lung infection or to the drug? 


Reactions to a Commonly Used Drug 


For the purpose of this discussion, perhaps we can 
take some drug that every practitioner has undoubtedly 
used, so that the possible reactions may have come 
from the files of any physician in general practice. To 
begin, let us assume that we have a patient with a fairly 
common disorder—namely, congestive heart failure. 
Let us agree that we want to effect a marked diuresis 
and that, to play safe, we wish to use mercurials, 
because they are generally recognized as the most 
potent and reliable diuretic agents. To make our 
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problem as easy as possible, we will also assume that 
we are going to use an oral mercurial. We will, how- 
ever, incidentally mention some of the effects of 
injected mercurials. 

Now, what consideration would a knowledge of drug 
reactions bring to mind before, during and after the 
administration of this drug? 

When we read in the literature that a specialist uses 
a drug without untoward reactions, I believe it is 
because he has deliberately or, as a sort of sixth sense, 
developed a ‘‘Mental Check List” against which the 
possible reactions of each patient are ticked off, so that 
he is able to recognize them and cope with them in the 
rare case when they do occur. Because of this, he can 
use the most effective drug in its full effective dosage. 
He does not have to resort to less effective medicines, 
or to ineffective dosage, or to so-called “innocuous 
drugs.” 

Reactions are rare, but when they do occur, they 
are important and memorable. The average physician 
who has had several in succession, may understand- 
ably be afraid of a drug, and unwarrantedly never use 
it again. His fears, for reasons that sound good, are not 
good sound reasons, and deprive the patient of the 
best medicines available. 

To return to the patient with congestive heart fail- 
ure, we wish to control his edema. In so doing, we are 
concerned not only with the kidneys, but with the 
heart, and with other organs and tissues, and ulti- 
mately with the whole patient and every cell in his 
body. For these reasons, there are a number of things 
we want to know before we administer the drug. 


ARE THERE CONTRAINDICATIONS ? 


In the first place, as with any drug, are there con- 
traindications to its use? If the patient has severe renal 
disease or if the nonprotein nitrogen exceeds 60 mg., 
a mercurial diuretic should probably not be used. In 
the patient with seriously impaired kidney function, 
there is the possibility of accumulation of the drug, at 
a rate faster than the body can beneficially react. This 
is true of many drugs. In fact, many drugs, at one level 
of ingestion and excretion, are therapeutic, but at 
another level, may have harmful effects. These are 
problems of management rather than problems of reac- 
tions to the drugs. 

In a similar sense, our chosen oral mercurial, is 
known to have caused gastrointestinal reactions in a 
small percentage of cases. If the patient suffers gastro- 
intestinal symptoms associated with congestive heart 
failure, there is no point in using a drug that might add 
to the gastrointestinal discomfort. This consideration, 
too, often arises in the choice of other drugs, as with 
the broad-spectrum antibiotic agents, known to pro- 
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duce secondary gastrointestinal difficulty. They are, 
therefore, often contraindicated in patients with gastric 
or intestinal disease. 

Is the patient taking any other drug? If so, how will 
the mercurial react with it? It happens that this drug 
is not known to be contraindicated with any other 
medication. For example, if the patient is on digitalis, 
the mercurial may be added, but the question must be 
considered on the “Check List.” 

Is there anything else about the patient’s condition 
that will affect his ability to benefit from the drug, 
without annoying or harmful effects? In this case, as 
whenever a mercurial is given, we check on the pa- 
tient’s mouth. In the literature, there is evidence that 
gingival and other oral symptoms have followed the 
ingestion of mercurials and that these symptoms have 
cleared following a regimen of good oral hygiene. 


Has THE DruG Previousty BEEN TAKEN? 


Then, of course, we would like to know routinely if, 
for any reason, the patient has previously taken mer- 
curials. This is doubly important in allergic patients, 
and especially so if they are drug-sensitive. With the 
mercurials, as with any of the chemotherapeutic agents 
we use, previous use of a drug indicates whether the 
patient is sensitive to the broad classification of similar 
drugs. If the patient has had a topical mercury oint- 
ment, for example, and if he has shown some sensitiv- 
ity to it, we would want to know this in observing his 
possible reactions to the oral mercurial diuretic. On the 
other hand, it is important to know that each mercurial 
has its own properties, and that a patient sensitive to 
one particular diuretic can often be shifted to another 
without harm. It is also true that a patient who has 
been given an injected mercurial can often take the 
oral drug without any untoward reaction. 


ARE SEASONAL Errects IMPORTANT? 


With the mercurials, another interesting example 
of factors that may influence reactions suggests itself. 
Is the drug being taken during the summer or during 
the winter? This is important because a diuretic result 
produced during the summer may result in a higher 
incidence of reactions than during the winter. These 
reactions are associated with salt and water loss rather 
than with the drug itself, and will respond, of course, 
to salt and water administration. Such factors are im- 
portant, and may involve a readjustment in manage- 
ment because of excessive sodium loss through other 
routes, such as perspiration. 


Is Dose ImporTANT? 


Next, we must consider what doses should be ad- 
ministered. The correct dose can be ascertained only 
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by experiment in the individual case. We want to know 
the weight of the patient, because standard dosage 
quantities can be very misleading, and invite reactions 
that can be avoided. Many of the reports of drug reac- 
tions involve, for instance, an arbitrary use of the 
standard quantity of a drug in a child, whereas a dose 
based on body weight might have been tolerated. 


SHOULD THE PATIENT BE CONSIDERED ? 


Should one start with the full dose? With this drug, 
as with many others, a first trial, using a small or 
moderate quantity, is indicated. Not only does this 
provide an opportunity for observing the patient’s pos- 
sible sensitivity, but the phenomenon of “‘condition- 
ing” enters into consideration. The initial use of small 
doses seems to serve to condition the patient, and to 
permit tolerance of doses of drugs that might other- 
wise cause reactions. When there is no emergency, 
certainly this procedure should be followed. We might, 
therefore, start with one tablet three times daily, for an 
adult weighing 150 pounds. 


SHouLp Reactions Be Discussep ? 


Should we discuss the possibility of side reactions 
with the patient? This raises the very interesting prob- 
lem of the psychosomatics of side effects. It is known 
that patients who believe they are receiving a drug, but 
are actually taking a supposedly innocent placebo, may 
experience side reactions. Obviously, discussing the 
possibility of side reactions with the patient sets into 
motion certain psychologic phenomena, because there 
are what is known as “placebo reactors.” If you know 
the patient well, you allow for this. In my own practice, 
I do warn patients of the possibility only of true major 
side effects, by saying, for instance, “This is a safe 
medicine, which, in these doses, for a patient with your 
disorder and in your condition, is quite unlikely to 
have any ill effects. In a very small number of patients, 
however, intestinal disturbances occur. In some cases, 
there may be some other cause. In some, it may be the 
medicine. If you have, for instance, stomach ache or 
diarrhea, stop taking the medicine until we can be sure 
of the reason. If there is any doubt, I am sure we can 
find another medicine for you to use.” 


Wuart Reactions Can Be Expecrep? 


Having started our patient on the drug, what kinds 
of reactions are we now to look for? The physician will 
often think of mercurials and of mercurial diuretics in 
terms of “‘mercurialism.” This confuses the picture. 
The search for such so-called “toxic effects” is a hang- 
over from the old days of the easily ionized mercury 
compounds. Signs of acute mercurialism, usually asso- 
ciated with nephrotoxic effects, include excessive sali- 
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vation, stomatitis, tender gums, swollen tongue, the 
“blue line,” nausea, vomiting, tenesmus, diarrhea, 
renal impairment with albuminuria and hematuria, 
toxic nephrosis, intermittent or continuous suppres- 
sion of urine, and uremia. Chronic mercurialism, usu- 
ally associated with neurotoxic effects, resembles 
amyotrophic lateral sclerosis. These all are as rare 
with the organo-mercurials as they are common with 
mercuric chloride ingestion. 

The possibilities of different reactions occurring de- 
pend, logically enough, on the method of administra- 
tion. The more serious reactions have most often fol- 
lowed intravenous injection. This does not mean that 
we cannot give our patient the same drug orally, intra- 
muscularly or subcutaneously, as long as we remember 
one reservation. Reactions to the intravenously ad- 
ministered drug may also occur if it is given in the 
form of a suppository. This may actually be the equiva- 
lent of an intravenous injection if rectal absorption by- 
passes the liver. We will, therefore, probably want to 
stay with oral administration. 

We have, therefore, no problem as far as pain and 
local reactions are concerned. Following injected mer- 
curials, we must remember that these symptoms may 
appear after several hours and may last several days. 
Accompanying such pain may be inflammation, ecchym- 
osis and fibrous nodules. The least pain and the 
most rapid absorption will follow intramuscular in- 
jection. 

When we attempt to control diuresis, our treatment 
involves the patient’s heart, and also other organs and 
tissues. This is always a prime consideration in the 
choice of drugs because, in general, we try to choose 
drugs with as specific an action as possible. One ad- 
vantage of the mercurial diuretics is that each report- 
edly acts specifically on the renal enzyme system, which 
controls diuresis. In this case, the mercurial diuretic 
holds the advantage over other drugs that possess 
wider systemic actions, unless the wider action is what 
we seek. 

But specific drugs, although used in lesser degree, 
also affect other systems. With the mercurial diuretics, 
especially those administered orally, we must look out 
for gastrointestinal reactions, such as cramps, nausea 
and diarrhea. In the case of an oral diuretic agent, we 
can minimize such effects by having the drug taken 
with or after food. 

The skin reactions seen after mercurial diuretic 
therapy may include generalized pruritus, urticaria, 
morbilliform or purpuric eruptions, and occasionally, 
exfoliative dermatitis. Although reactions of the skin 
often occur alone, they may be accompanied or fol- 
lowed by chills, fever and asthma, and may be warning 
signs of impending systemic or anaphylactoid reac- 
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tions. Innocuous and reversible as they so often are, 
their warning should not be ignored, especially when 
it occurs after successive courses of treatment, and is 
intensified each time, since they are then truly allergic 
and clearly caused by sensitivity. In some patients, this 
is due to the entire organic compound, and not to the 
mercury. In others, the mercury in one conjugate, but 
not in a slightly different conjugate, may be responsi- 
ble. An early sign of acquired sensitivity may be a rise 
in temperature, higher with each succeeding dose. If 
fever is the only sign, and if it decreases with suc- 
cessive injections, the patient may be acquiring a 
tolerance. If not, a change to another mercurial may be 
sufficient to eliminate the symptom, but in some cases, 
cross sensitization occurs and the patient may respond 
in the same way to several drugs of the same class. 
Other signs of sensitization, such as labial angioede- 
ma, conjunctival injection, joint pains and diffuse 
erythematous eruption and temperature rise, more 
often follow intravenous injection rather than oral ad- 
ministration, but they may occur with either. Some 
patients, sensitized by the intravenous administration, 
rarely respond similarly when taking oral prepara- 
tions. Others can take the oral drug. In some such pa- 
tients, patch tests applied to abraded skin, may give a 
positive reaction. Again, in some of these patients, over 
a period of months, tests become negative, and the pa- 
tient can again tolerate a mercurial diuretic. The best 
test, although unfortunately not always consistent, is 
that of using serum from another normally responding 
patient who is under treatment. This serum is injected 
into the skin of a reacting individual who has, in the 
past, taken the drug. A positive test proves the pres- 
ence both of the antigenic activity of the serum from 
the patient who is safely taking the diuretic, and, as 
well, the sensitivity of the patient who is reacting to it. 


Wuat ArE THE More UNCOMMON SIDE ErrEcts” 


With mercurial diuretics, especially with the older 
drugs and with intravenous administration, there are 
certain rare side effects that should be taken into ac- 
count. In the first place, cardiovascular reactions should 
be watched for. Such reactions must be very rare at 
normal therapeutic levels with an oral mercurial diu- 
retic. All the cardiovascular reactions so far described 
have followed rapid intravenous administration of mer- 
curial diuretics. This results in high plasma concentra- 
tion, and perhaps a direct action on the myocardium. 
Such reactions are avoided by conditioning with small 
doses, or by slow intravenous injection, or by using oral 
medications. 

Bone marrow effects, which represent a specific sen- 
sitivity, are equally rare with mercurials. It should be 
remembered here that studies of blood dyscrasias made 
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by the Food and Drug Administration have shown that 
a long list of commonly used medications may also, in 
rare instances, produce dyscrasias. Among others are 
aspirin, the barbiturates and carbon tetrachloride. Un- 
common though they be, routine blood studies will 
discover them and, in most cases, allow opportunity 
for correction. 

Renal effects are rare, except when the patient has 
severe renal impairment. They are associated with nau- 
sea and vomiting, and a rise in nonprotein nitrogen 
levels. If they appear, the treatment can be discon- 
tinued, or the patient given a rest period. It must be 
remembered that a rise in blood urea may occur but 
may not represent a true test, since it may be due to 
hemoconcentration rather than to kidney damage. 

Now that we have begun our treatment with the 
mercurial diuretic drug, there are two possibilities. 
Normally, diuresis will begin within six hours after 
administration is initiated. However, if the patient is 
now on the drug at a dosage that seems optimal, but 
an adequate diuresis does not follow, another set of 
circumstances is involved. The patient is accumulating 
the drug. Further administration should be stopped 
until the cause for the lack of diuretic response is 
determined and corrected. A good rule of thumb is 
that a drug that is not acting properly should not stub- 
bornly be continued. If the diuretic effect is obtained, 
then our only consideration is whether the continued 
use of the drug may set up a sensitizing phenomenon 
of the type that has been observed with other drugs. 

With the injected drug, successive treatments may 
progressively sensitize some patients. These, as noted, 
we escape with oral preparations. Since the diuretic 
effect involves some basic changes in our patient, and 
some of these may be undesirable, and may be con- 
sidered as due to drug reactions, we are led to an ex- 
ploration of another interesting problem. 


Wuen Is a Reaction Not A REACTION? 


Actually, we must learn to recognize not only drug 
reactions, but the effects of treatment itself. A number 
of reactions that follow mercurial diuretics are inci- 
dentally caused by excessive diuresis, accompanied by 
sodium, potassium or calcium deficiency, or all three. 
Other sequelae directly due to hemoconcentration are 
digitalis concentration and vitamin deficiencies, and, 
rarely, an attack of gout. These are the result of over- 
zealous treatment, and can be avoided by handling 
the patient more carefully. What is generally not 
recognized is that when the diuretic drug is given too 
frequently, and the patient develops a serious dehydra- 
tion with a tachycardia, hyperpiesia, uremia and 
shock, some edema may remain, despite the increased 
excretion of water and the chlorides of potassium, 
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sodium and calcium. When the patient is restless, and 
has abdominal cramps without diarrhea, with leg 
cramps, tachycardia, thirst, nausea, lassitude and fa- 
tigue, progressing to stupor and coma, he is not react- 
ing to the diuretic, but to the sodium chloride deple- 
tion. 

The potassium depletion syndrome can be prevented 
by a high potassium intake (orange juice or potassium 
salt ingestion). It is recognized often by typical elec- 
trocardiographic changes. When tetany is present, it 
may point to a low serum calcium. 

It is not generally realized that hemoconcentration 
may, directly or indirectly, lead to phlebothrombosis, 
coronary or cerebral artery thrombosis, or pulmonary 
embolism. Strangely enough, osmotic pressure changes 
may cause additional heart strain and result in pul- 
monary edema. Signs of digitalis intoxication, with 
gastrointestinal symptoms and conduction disturb- 
ance signs, may actually be due to shifts in potassium 
ions. All of these may unwittingly be blamed upon the 
mercurial diuretic. 

Rarely, in gouty patients, an attack of podagra may 
be provoked, and in those suffering from malnutrition, 
the diuresis may bring to light pellagra or riboflavin 
deficiencies. These reactions, which are not allergic 
or toxic, are true effects of the diuresis, not of the drug. 
They require no knowledge of allergy or drug reactions 
for their recognition or treatment. 

To review briefly, we can say that one group of 
drugs, taken as a whole and considered from the point 
of view of all methods of administration, may be re- 
sponsible for reactions of the mouth, gastrointestinal 
tract, cardiovascular system, the bone marrow and the 
kidneys. Of these, the cardiovascular reactions are 
due to the toxic effects of too rapid injection, and the 
renal reactions to the toxic effects upon damaged 
kidneys. The oral lesions are side reactions, depending 
upon the oral hygiene. The gastrointestinal are 
probably pharmacologic, and depend on dose and 
method of administration. The bone marrow effects 
are systemic, and the skin reactions are due to sensi- 
itvity of the patient. 


Do We Know How Reactions Occur? 


If we wish to look below the surface, we can visualize 
what happens to any drug taken into the body, and 
understand the basis upon which it can cause reactions. 
Briefly, there are the local effects, which may depend 
on the inherent primary irritating qualities of the drug 
(mustard gas) or on the secondary irritating potentiali- 
ties which are affected by both concentration and time 
{topical anesthetic agents). 

The second type of reaction, namely general cellular 
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effects, will depend upon the quantity of drug to which 
the cell is exposed, which in turn depends entirely 
upon the rate of the drug’s absorption and excretion. 
If absorption is rapid, the cells may quickly be bathed 
in a high concentration. This may be counterbalanced 
by equally rapid excretion, in which case the high 
concentration occurs for a short period of time. On the 
other hand, the absorption may be very slow, in which 
case a low concentration may surround the cells for a 
long period of time, especially if the rate of excretion 
is equally slow. 

The type of reaction depends almost always on 
enzyme systems. The cells that possess the smallest 
amount of the enzyme whose activity is modified by the 
drug are the most susceptible to its untoward reactions. 
These enzymes are interrelated with vitamin saturation 
and protein metabolism. The more healthy our pa- 
tient, from the point of view of all three factors— 
vitamins, proteins and minerals—the less likely is he 
to react. 

Specific drugs are associated with specific types of 
untoward responses, due not to the drugs, but to the 
patient. Kyphoscoliotic individuals are sensitive to 


morphine, and thyrotoxic patients to epinephrine. 
Patients with acne and furunculosis react to iodides 
and bromides. Acne patients are susceptible to andro- 
genic substances. Asthmatic patients are easily sensi- 
tized to acetylsalicylic acid, and patients with purpuric 
or hematologic disorders are vulnerable to arsenic, 
barbiturate, sulfonamide and gold salt sensitivities. 

The literature regarding drug reactions is not a very 
good guide. Many physicians do not report the reac- 
tions they encounter. It is a subject in which false con- 
clusions are easily drawn, as witness the publicity 
given to the supposed blood dyscrasias due to chlor- 
amphenicol. We now know these to have been almost 
entirely without any foundation in fact. 

Fortunately, time is on our side. The enthusiasm of 
the clinical investigator is tempered by the broader, 
more basic experience of the general practitioner. A 
drug quickly finds its proper place as effective or in- 
effective, reactive or nonreactive. If it is reactive, only 
by knowing the patient, knowing the drug, and know- 
ing the types of reactions it is capable of eliciting, can 
we use it properly—again, not to harm, but to help our 
patients. 


RISKS OF VALVULOPLASTY IN PURE MITRAL STENOSIS 
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Mortality less than 1 per cont — 

deaths simost exclusively from embolization — 
risk limited to patients ever 35 years old, 
these in atrial fibrillation 

or those having calcification of mitral valve. 
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Total care of the patient with breast cancer 

is a responsibility of the operating surgeon. 

Intense psychotherapy ts part and parcel of management. 

It begins in the preopérative period and ends only 

when it is no longer needed. The truly successful management 
of these patients depends on establishing mental equanimity 

in the face of surgery, in the face of “disfigurement,” 

and in the face of death. 


The Psychologic Aspects of Breast Cancer 


BY EDWARD F. LEWISON, M.D. 


The Breast Clinic, Division of Tumor Clinic, Department of Surgery 
Johns Hopkins Hospital 


Baltimore, Maryland 


BREAST CANCER has become an all too common uni- 
versal tragedy—amalign and monstrously destructive of 
human life. Yet the approach to any illness as serious 
as breast cancer, which does not consider the psy- 
chologic, emotional and social aspects of the pa- 
tient but tends only to treat the diseased organ, re- 
duces the practice of medicine from a professional 
art to a technical skill. A deep and genuine interest is 
required in dealing with people if the art of human 
relations is to be successfully practiced. Respect for 
the personality of the patient will enhance even the 
most meticulous mastectomy in the total treatment of 
this grave disease. 

In cancer it is axiomatic that turmoil of tissue at the 
cellular level will seriously disrupt the tranquility of 
life at the clinical level. Combining science with the 
spiritual requirements of the patient is the essence of 
artful medicine. Although enormous scientific ad- 
vances have overshadowed the psychologic aspects of 
medicine, in a patient with cancer, there is a unique 
opportunity for the blending of these disciplines. 
While psychologic understanding does not directly 
affect the course of breast cancer, it can be of con- 
siderable practical value to the physician in handling 
problems of gravest concern to the patient. 
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Total care of breast cancer patients involves human 
beings subjected to the stress and strain of relentless 
malignant disease. By evaluating the meaning of both 
the disease and the organ of its origin, it is possible for 
the physician or surgeon to function in a major sup- 
porting role. This will add considerably to the pa- 
tient’s well-being. 

Under the usual circumstance of an accidental dis- 
covery of a “lump” in the breast, a rather sudden 
sequence of emotional reactions and real-life events 
are abruptly set in motion. These time periods in the 
patient’s progress may be conveniently divided into 
(1) preoperative and (2) postoperative. 


Preoperative Period 


The Time of Delay. Perhaps a few patients may be 
indifferent or unaware of the warning signs while 
others may think there is some shame about cancer, yet 
a large number of women today are aware that a 
“lump” in the breast requires prompt attention and 
further investigation. 

Anticipation and anxiety are perhaps the earliest 
emotional reactions aroused in the individual patient 
upon discovering a “lump.” Acute anxiety may result 
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DELAY OF CANCER PATIENTS IN SEEKING TREATMENT (Masiachuselts, 1927.1945) 


$ hwsetis Deportment of Public Health, 1948 
Statistical Research Section, 9-48, American Concer Society 


Figure 1. 


in a serious delay in seeking medical attention. How- 
ever, if a physician is promptly consulted and opera- 
tion advised, a series of evasive maneuvers may be the 
second stockade of defense against ultimate surgical 
therapy. Nonetheless, many women are genuinely 
aware of the value of early diagnosis and early treat- 
ment, and emotional adaptation is often made without 
serious psychologic resistance. 

Yet the matter of delay in seeking treatment is a 
most important and disturbing problem to all con- 
cerned with the ultimate improvement of end results 
(Figure 1). In a series of patients carefully studied by 
Shands, Finesinger, Cobb and Abrams, there ap- 
peared to be a discernible common denominator 
among the delinquents. The answer to the question, 
“Why does a patient who knows she has a ‘lump’ in 
her breast delay in seeking treatment ?”’, is conditioned 
by the fact that “knowing” may occur on many in- 
tellectual levels. “Knowing” the relationship between 
a painless “lump” and the possibility of breast cancer 
may alert the patient, but the barricade arises in trans- 
forming insight into action. Delay and delinquency 
may represent a psychologic process based on anxiety. 

Instances of delay can be attributed to a defect in 
the mechanism of processing the information, and 
knowledge that a patient has. This interruption of 
thought-sequence may occur at any one of several 
levels, and may be altered by mere happenstance. De- 
fensive maneuvers to which patients often resort are 
termed by Shands and co-workers as: “*(1) avoidance, 
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where the patient overlooks the lesion; (2) suppres- 
sion, where the lesion is noticed and dismissed; and 
(3) denial, where the significance is suspected but 
dismissed.” Psychiatrists have applied the term 
‘destiny neurosis” to patients who are well aware of 
the possibility of breast cancer, but react with the con- 
viction that “‘it is the will of God.” Resignation to the 
‘inevitable,’ may make a model patient, but it often 
results in gross procrastination. 

Delay in the diagnosis and treatment of cancer is a 
common failing, and patients alone are not responsible. 
Pack and Gallo surveyed a large number of cancer 
patients to determine the responsibility for delay in 
diagnosis: patient, physician, or both. A similar study 
by Robbins, Conte, Leach and MacDonald ten years 
later, provides an excellent opportunity for compar- 
ing and evaluating the effects of cancer education on 
the public (Table 1). 

An important over-all improvement during this time 
is noticeable in the percentage of patients in whom 
there was “no delay.” Responsibility for “patient 
delay” decreased from 44.3 per cent to 31.2 per cent, 
whereas, delay on the part of the physician alone 
increased and still remains a source of serious censure. 
Haagensen has called attention to a recent survey in 
which only one-third of a group of women who were 
sent to a physician of their own choice for a “Com- 
PLETE PuysicaL EXAMINATION” had had their breasts 
examined at all! 


The Physician’s Diagnosis. The precipitating factor 
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that finally brings the delinquent patient to the 
physician may be trivial or serious. Pain, bleeding from 
the nipple, and ulceration are occasionally late but in- 
fallible signs of urgency, but a casual comment at the 
office, or by a neighbor, a chance remark by a brassiere 
saleslady, or a breast operation on an acquaintance 
may send the patient scurrying to the doctor. 

At the initial interview with the physician, the dis- 
cussion of the chief complaint will often be an obvious 
clue to the patient’s emotional concern regarding 
breast cancer. A careful family history and present 
illness will frequently elaborate the extent of this 
anxiety. An understanding and considerate discussion 
of the problem will allow the patient to express her 
natural fears, and will make for a closer patient- 
physician relationship. Following a thorough physical 
examination and the indicated x-ray or laboratory 
studies, the diagnostic possibilities are clearly and 
carefully presented to the patient in understandable 
terms. When the clinical diagnosis of cancer seems 
likely, a preliminary discussion in general and helpful 
terms may bring out the patient’s views about cancer. 
The presence of a member of her immediate family 
adds immeasurably to the patient’s peace of mind, and 
decreases the possibility of individual distortion or 
misunderstanding 
" It is the physician’s duty to inspire faith and hope 
even while clinically confirming the diagnosis of a 
“serious breast tumor.” It requires a doctor with 
courage, confidence and persuasiveness to establish 
this supportive rapport. At this stage of the examina- 
tion, the terms “tumor” or “nodule” are preferable 
to “malignancy” or “cancer.” In most cases of breast 
cancer, a definite and absolute diagnosis prior to breast 
biopsy cannot and must not be made! Such a decree 
may cause needless anguish and despair. Intimidation 
should never prompt surgery. There must, of course, 
be some appreciation of the seriousness of the disease, 
otherwise it may be hard to get consent for prompt 
hospitalization and treatment. 

With widespread knowledge of the warning signs 
of breast cancer, it is inevitable that some realistic 
patients will demand to know whether “I have breast 
cancer.” Since absolute certainty is impossible without 
histologic proof, except in advanced cases, professional 
tact lies in the simple truth, “One cannot be sure 
without a biopsy.”” Those diagnoses that are made before 
their time are always dangerous! 

It is desirable to describe in accurate and ofttimes 
painstaking detail the projected program of treatment 
in any one of several eventualities. If recommendation 
for the operative removal of a suspected “lump” is 
made, reassurance should be given, making it perfectly 
clear that biopsy and microscopic examination will be 
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performed before reaching a final diagnosis, and de- 
termining the extent of operation required. Mention 
might be made of the fact that at most hospitals two- 
thirds or more of all breast operations are performed 
for benign breast tumors which do not require removal 
of the breast. However, at some time prior to the day 
of operation, a discussion of operative procedures and 
possible mastectomy is advisable. 

Fear of mastectomy may be intimately related to 
feminine pride. The anxiety of impending amputation 
may give a woman the illusion of lost femininity. 

Not infrequently, however, a physician is consulted 
by a patient who is categorically inoperable—or has all 
of the signs and symptoms of a recurrent, metastatic 
or advanced breast cancer. Despite obvious stigmas of 
late disease, every effort must be made to quickly con- 
firm the clinical diagnosis. Until then the doctor’s 
discretion lies in the things he doesn’t say. As Osler 
has wisely warned, “Errors of judgment must occur in 
the practice of an art which consists largely of balanc- 
ing probabilities.” If cancer is corroborated, a satisfac- 
tory approach to the psychologic problem of “how 
much should the patient know,” can be made by trans- 
posing the burning question into a smouldering 
answer. 

In such cases morale props are mandatory. It is 
good practice to tell these patients only as much as 
they ask to know. A guarded diagnosis, slowly re- 
vealed, enables a patient to prepare herself for ill tid- 
ings while sustaining hope. The patient often senses 
the truth far more accurately than we imagine, and 
any attempt to cushion the shock will be well repaid by 
a grateful understanding. Many patients avoid seeking 
an exact diagnosis, but it is my impression that almost 
all patients are eventually aware of the nature of their 
disease, even though the word “cancer” has never 
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Comparison of Improvement in Responsibility 
for Delay in Diagnosis of Breast Cancer 
_ @fter an Interval of 10 to 25 Years 


1923-1928 1948 (Robbins, Conte, 
: (Pack and Gallo) Leach and MacDos='d) 
Responsibility Per Cent Per Cont 
Patient 443 31.2 
Patient and physician 18.0 12.9 
Physician alone 17.0 23.4 
No delay 20.7 32.5 
(After Robbins, MacDonald and Pack) 
101 


- 


been spoken. Each patient arrives at this conclusion in 
her own way—and the mainstay of the provident 
physician is confidence and kindness. 

Hospitalization. The day of admission to the hospital 
may mean many things to patients. Those at the ex- 
tremes of the emotional scale may find the stress of 
hospital admission overwhelming, or they may show 
surprising complacency. The awesome, impersonal 
routine of entering a hospital is often a harrowing 
ordeal, even for those of exceptional fortitude and 
with the advantage of past hospital experience. Mani- 
festations of tension or even panic may occur during 
the preoperative period. Eating patterns are fre- 
quently disturbed, weeping is common, and insomnia 
is a serious problem for both the patient and the nurse. 

During this strange period of initiation, the physi- 
cian’s attentive presence is a heartwarming and com- 
passionate amenity that heals the mind in anticipation 
of healing the body. The ennui of prolonged delay be- 
tween hospital admission and operation should be 
avoided. Whenever possible, operation should be per- 
formed within a few days of admission. 

It is a rule in most hospitals that surgical patients 
sign an operative permit at the time of admission. 
Since a surgeon is legally responsible to obtain consent 
for a specific operation, it is not only the ethics of ac- 
cepted practice, but an essential prerequisite to explain 
simply and without provoking undue apprehension, 
the possibility of definitive surgery subsequent to 
biopsy. Thus, the possible consequences of profes- 
sional misconduct und the medicolegal offense of 
trespass are avoided. The diagnosis usually becomes 
obvious to most patients in the immediate postopera- 
tive period. Patients who are the least bit perceptive 
often discover the nature of their disease by indirect 
circumstances. 


Postoperative Period 


Regardless of one’s individual stability, the psycho- 
logic impact of radical mastectomy is certain to be 
shocking and serious. The drastic loss of so significant 
an organ makes this reaction difficult to assuage. Even 
while the area of operation is still swathed in dressings, 
it must be assumed that most post-mastectomy pa- 
tients can’t be deceived regarding their diagnosis— 
and moreover, it isn’t advisable to try. Truth tempered 
by moderation is a wise prescription for the physician. 

Early in convalescence, stress should be placed on 
the fact that the complete or radical operation was 
required in an effort to eradicate every vestige of the 
disease. This point in selected patients may need 
emphasis and re-emphasis. In these early discussions, 
particular attention should be given to convincing the 
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patient that postoperative recovery will be prompt 
and without resulting serious disability. 

Arm motion reinforces the notion that impairment is 
only temporary, and should be encouraged. I frequently 
find it helpful to stress in detail the golf, swimming 
and tennis achievements of similar patients who have 
undergone radical mastectomy. 

The cosmetic defect subsequent to surgery often 
results in serious dejection despite the airy attitude 
some patients assume. The fear of future pain, cos- 
metic disfiguration or subsequent surgery (skin graft- 
ing or removal of the opposite breast) is almost in- 
evitable, and requires careful and convincing assur- 
ance. 

The physician should be as honest as possible with 
each patient, trying to have her accept her illness as a 
fact rather than as a catastrophe or merely as an un- 
important incident. By allowing the patient to arrive 
at her own conclusions, and gauging the tempo of this 
personal adaptation, one may avoid the intemperance 
of too much information given to patients with too 
little understanding. The physician’s responsibility 
rests upon careful counsel and consolation. 

Emotional Readjustments. The impact of radical 
mastectomy and its natural inference of breast cancer 
stirs up, quite naturally, an intense emotional reaction 
within the patient. Cancer carries with it the constant 
threat of death associated with a lingering and painful 
illness. This can have a violently disruptive effect 
upon a patient’s personality. In health we are charac- 
teristically oriented toward the future and our be- 
havior is governed by a predictable sequence of events. 
These predictions rest upon the expectancy of a long 
life, and to most of us the concept of death is more or 
less remote. However, the abrupt awareness of breast 
cancer causes a drastic change in all of these personal 
probabilities. In order to deal realistically with this 
new and serious complication of life, a patient must 
make a number of mental adjustments. For some pa- 
tients this is impossible, and they resort to a variety of 
compensatory mechanism as noted by Shands. These 
consist of suppression—keeping the status quo by not- 
ing but ignoring the unpleasant reality ; denial—disre- 
garding obvious or suspicious signs of significance ; dis- 
sociation—the imaginary splitting of one’s personality 
into observer and patient; identification—charting the 
course of the present illness in terms of a similar opera- 
tion having occurred to a friend or near relative, and 
several other psychologic defense mechanisms. It 
would be surprising indeed if the recognition of breast 
cancer did not result in reorientation and occasional 
flight from the disease. The risk of suicide is an ever- 
present possibility, and it is the physician’s duty to 

guard against this hazard. 
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In a study of guilt reactions in patients with cancer, 
Abrams and Finesinger found that 93 per cent of the 
patients sought a cause for their disease. Some specific 
past event is often referred to as being responsible for 
their cancer, e.g., “I struck my breast while house- 
cleaning,” ‘“That was the breast that gave me troublé 
while nursing.” The cause was either their fault, or it 
was someone else’s fault, but in most patients there was 
self-blame. Often members of the family had the same 
anxieties and misconceptions of guilt as did the pa- 
tients. There were instances in which relatives, con- 
sidering cancer unclean, sinful or contagious, shunned 
the patient when she most needed their support. It is 
essential to stress the noncontagious nature of cancer 
to the family. In some serious situations optional ad- 
justment and rehabilitation can best be obtained by 
resorting to appropriate psychiatric therapy. 

In the close relationship between physician and 
patient, there often develops a unique attachment or 
dependency which is an entirely new and most im- 
portant emotional bond in cases of cancer. During 
times of well-being or normal health, each of us has a 
more or less stable and constant set of relationships 
upon which we habitually depend. However, the oc- 
currence of cancer seriously disrupts this system of 
everyday dependency. It is a common experience for 
all doctors to find that certain patients form a vital 
dependency relationship with particular physicians. 
The bulwark of this dependency is often directly pro- 
portionate to the seriousness of the disease, and fre- 
quently reaches its climax with cancer. Radical mas- 
tectomy, with its attendant expectations of “cure,” 
comes to be the prime concern of the patient, and all of 
her hopes and faith are crystallized in her surgeon. 
This attitude is commendable, and is to be encouraged. 
When not excessive, this allegiance can measure the 
character of both physician and patient and become a 
source of much mutual serenity. 

Postoperative x-ray therapy may be required while 
the patient is still in the hospital. A disposition toward 
therapeutic cooperation is more easily obtained if there 
is a genuine understanding of the disease. Conceal- 
ment demands a never-ending deception which may 
ultimately interfere with proper treatment. The essence 
of the physician-patient relationship is built upon con- 
fidence. There must be no shadow of doubt cast upon 
this confidence—“Trust not him that hath once broken 
faith.” In betraying the faith of sensible patients (albeit 
with the best of intentions), one may inadvertently 
steer patients to charlatans and cancer quacks. Pa- 
tients with faith in their physician are seldom deceived 
by these imposters. Firmness of faith is often considered 
the highway to health. Osler noted long ago that more 
people sought help at the shrine of St. Anne in Quebec, 
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than at all the hospitals in the Dominion of Canada. 
Since the beginning of the famed shrine of St. Anne de 
Beaupre in 1658, more than 27 million supplicants have 
visited this sanctuary. The crusade to educate the 
public concerning the danger signals of cancer, has un- 
doubtedly resulted in a widespread “‘cancer conscious- 
ness.” This campaign for early diagnosis, and early 
treatment may ultimately influence, or determine the 
attitude of physicians toward patients with malignant 
disease. 

The Physician’s Policy. Fitts and Ravdin, seeking to 
learn what physicians tell their patients with cancer, 
interviewed a selected group of 444 Philadelphia doctors 
by means of a questionnaire. The results indicated that 
70 per cent of these physicians either never tell their 
patients that they have cancer, or usually do not tell 
them. Thirty per cent either always tell their patients, 
or usually tell them that they have cancer. 

Of particular interest was the fact that 94 per cent 
of the dermatologists tell their patients the truth about 
their disease, whereas only 41 per cent of the surgeons 
do. Many of the surgeons indicated that the final deci- 
sion was often made by the referring physician. In the 
case of breast cancer, I believe that this deception is 
dangerous and may engender a deep distrust of the 
surgeon. 

Fitts and Ravdin themselves offer no answer to their 
perplexing problem. Perhaps it is safer to listen and 
take heed than to give advice. ‘Our own opinion, after 
several years of study concluding with this investiga- 
tion, might be best summed up in the words of one of 
the internists who commented on the questionnaire as 
follows : ‘Most patients, and almost all people who have 
discussed this problem with me have expressed a hope 
that they would be told the truth. Most families of pa- 
tients, on the other hand, have actually asked that the 
patient not be told. In theory I believe that we should 
tell all patients except when there are definite reasons 
for not doing so. I think that those reasons need clari- 
fication. I do not know which patients I might make 
feel worse by telling, and therefore, I do not know with 
confidence which patients to tell.’ ” 

Renneker and Cutler indicated that in a group of 50 
women with breast cancer, all were aware of their con- 
dition, regardless of what they were told by their 
physician. These patients were relieved when the op- 
portunity presented itself of discussing the problem of 
cancer with a doctor. 

A most illuminating survey by Kelly and Friesen dis- 
closed that 89 out of 100 cancer patients interviewed, 
and 729 of 740 patients over 45 years of age undergo- 
ing cancer detection examinations, wanted to be told 
the truth regarding cancer. 

Under special circumstances, it may be advisable to 
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parry the patient’s questions about the nature of her 
operation rather than tell her the harsh truth. How- 
ever, a direct lie is rarely if ever excusable. Sometime 
during convalescence, at least one responsible member 
of the family is usually brought into confidence con- 
cerning the patient’s condition. The serious problem of 
breast cancer should be carefully, but straightforwardly 
discussed with the family, and the prospects for the 
future indicated in general, but hopeful terms. In a 
survival study by Lewison, Trimble and Griffith at the 
Johns Hopkins Hospital, it was found, as expected, 
that the prognosis of breast cancer is unpredictable. 
Except for the extent of the disease in the regional 
nodes at the time of operation, the histologic pattern of 
the tumor offered no basis for speculation regarding 
survival, It has been aptly said that, whereas radical 
mastectomy may be a milestone in the life of a patient, 
it need not be a tombstone. 

The advantage of honest appraisal to the family is best 
appreciated when the surgeon faces an early recurrence 
on the one hand, or the entirely unexpected survival for 
a long period of time on the other. If cancerphobia or 
anxiety is present in other members of the family, it is 
wise to allay their fears by a personal examination. 

Rehabilitation. It is of considerable help in minimiz- 
ing post-mastectomy depression, to enlist the intelli- 
gent cooperation of the husband. During this trying 
period, his attitude must be cheerful and reflect particu- 
lar devotion and attention. While displaying endear- 
ment without pity, or any evidence of rejection, he 
should emphasize the importance of the preservation of 
a happy family life. 

It is also desirable to interest the patient in bras- 
sieres and prosthetics during early convalescence. An- 
other patient with a similar situation may be of decided 
help during this period of adjustment. Group rehabili- 
tation therapy has been highly successful in large hos- 
pitals. Many hospitals have specially trained nursing 
personnel who are accomplished and tactful in this in- 
timate and time-consuming indoctrination. Nurses 
working day by day with a patient, as woman to woman, 
are best fitted for this type of instruction and advice. 
Specialty stores, corsetieres, department stores and 
surgical appliance and prosthetic houses have expert 
representatives who will visit hospital patients for this 
purpose. Visual aids as well as a variety of prosthetics 
are available to assist in custom fitting, and in recreat- 
ing the patients preoperative comeliness. During con- 
valescence, patients should be encouraged to use, but 
not abuse their arm. Routine arm exercises are espe- 
cially valuable, and hobbies requiring arm elevation are 
beneficial. I use a booklet prepared by Mrs. Helen 
Radler of the Memorial Hospital for this purpose. 

It is quite apparent that certain patients require a 
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great deal more careful understanding than others, but 
it is even more apparent that all patients need far more 
time and attention from their surgeon than they now 
receive. Rehabilitation is a most important part of 
therapy. Women want to know about their ability to 
resume their domestic activities, drive a car, play golf, 
wear a bathing suit, lift the laundry or wear an evening 
dress. They require the time-consuming but all-im- 
portant reassurance of their surgeon—not their nurse 
—not their neighbor—not their near relative—but their 
surgeon—in a candid discussion of husband-patient re- 
action, future sex relationships, family planning, and 
the problem of the “swollen arm.” Regardless of a 
surgeon’s skill in the operating room, he will be most 
esteemed by the patient for a deep sense of understand- 
ing during the postoperative period. ‘‘Nothing is little 
to him that feels it with great sensibility.” 

The prospect of returning home is viewed with a 
variety of emotional concerns. Most patients are eager to 
return to the intimacy of their home, and have no mis- 
givings about leaving the antiseptic atmosphere of the 
hospital. Other patients are afraid of the sudden threat 
of a hostile outside world with its social inacceptability, 
and show added anxiety over disrupting their close 
dependency on their doctor. The role of the family in 
restoring emotional equanimity and rehabilitation at 
this period of convalescence, is of tremendous signif- 
icance to every patient. 

Most minor postoperative complications (stitch ab- 
scess, fluid beneath the skin flaps or delay in wound 
healing) are viewed by the patient as recurrent “‘can- 
cer” requiring further surgery. Almost all post-mas- 
tectomy patients are in constant fear of losing the 
remaining breast, and often experience phantom pains 
and transient tumors. Such subjective symptoms re- 
quire a liberal dose of physician reassurance and solici- 
tude,—a kind of “digitalis for despair.” 

Little is known about the factors of host resistance to 
cancer, but it is likely that the body mobilizes its de- 
fense resources in an obscure manner. Cancer cases of 
unusually long survival, rare instances of spontaneous 
regression, and periods of long quiescence are ex- 
plained, in part at least, by inherent factors of in- 
creased host resistance. It is often desirable that pa- 
tients be made aware of this ally against cancer. This 
may provide the patient with a spirit of conquest and 
personal participation against the disease, thus dis- 
placing the frustration of utter defenselessness. 


Terminal Breast Cancer 


The highest purpose of human endeavor lies in the 
compassion and consideration which we have for the 
suffering of mankind. In all the mercies of the healing 
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art there is no more compelling challenge to demon- 
strate the deft touch of the physician or the serene skill 
of the surgeon than giving comfort to those afflicted 
with incurable cancer. It is in the relief of the dire 
distress of this ruthless disease that doctors deserving 
of the name distinguish themselves. 

General or local measures for the relief of pain are 
disciplined by experience, and inspired by kindness. 

Specific measures of alleviation, such as supportive 
therapy, castration, hormone administration, radio- 
therapy, local treatment and the use of sedatives and 
narcotics, are not discussed in this paper. 

In dealing with the human equation of this terminal 
disease, physicians must inspire and preserve confi- 
dence while sustaining a full share of personal respon- 
sibility. By precept and example, the doctor often 
determines the human environment which affects the 
attitude of the nurse, the family and the patient her- 
self. This is particularly true in the face of difficult 
relatives. A genial countenance is the essence of this 
encouragment. Close attention and devotion to de- 
tailed directions, as well as careful consideration to 
minor or major complaints makes for cheerfulness with- 
out mirth. Gavey, in his prize essay on the management 
of the “hopeless” case has stressed the importance of 
regular medical visits. “It is not easy to visit ‘hopeless’ 
patients who have insight into the gravity of the illness, 
but it is a fundamental routine which the physician 
should not omit on the grounds that he can do no 
more, and that the nurses have the treatment well in 
hand. Gradually, imperceptibly, the physician can thus 
impart his knowledge that the patient’s course is run, 
but never denying hope.” 

Thrusting the final responsibility on the referring 
doctor is an act of unkindness and an evasive maneuver 
on the part of the surgeon in charge. It aggravates a 
heavy heart and renders worse the patient’s spiritual 
oppression. The full and final total care of the patient 
should remain the surgeon’s responsibility. Restrained 
and subtle sympathy should be specifically designed to 
give comfort to the patiert’s loved ones, whose anguish 
and grief is often as great as that of the patient. 

There is certainly no need to force the truth on those 
patients who show no desire to discuss their terminal 
illness. Some patients are successful in personally 
rationalizing their problem, others are genuinely apa- 
thetic. The physician’s duty will vary quite obviously 
with the age of the patient, her fears and apprehen- 
sions, and her emotional resources. Treves has sum- 
marized his own views: “Among the more painful ex- 
periences which haunt a doctor’s memory, are the oc- 
casions on which it has been necessary to tell a patient 
that his malady is fatal and that no measure of cure 
lies in the hands of man. Rarely indeed has such an 
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announcement to be bluntly made. In the face of mis- 
fortune, it is merciless to blot out hope. That meagre 
hope, although it may be but a will-o’-the-wisp, is still 
a glimmer of light in the gathering gloom. Very often 
the message can be worded in so illusive a manner as to 
plant merely a germ of doubt in the mind; which germ 
may slowly and almost painlessly grow into realization 
of the truth.” 

Occasionally a woman insists on being told the truth. 
She may wish to know her prognosis as nearly as 
possible, so as to arrange for her family and personal 
affairs. Certain well-educated and enlightened women 
desire an exact diagnosis. In the case of breast cancer 
their courage is stiffened by the knowledge that medical 
science now has several strings to its bobw—hormones, 
endocrine ablation, radiotherapy and surgery. 

Life may be prolonged by faithful adherence to a 
therapeutic regimen; it often requires perseverance on 
the part of patient and physician alike to muster 
courage to carry on. The idea that something is being 
done on a rational basis offers encouragement to all. 

The religious needs of patients are quite often their 
deepest needs. It is an exaltation of religion that re- 
serves the choicest of blessings for these last days. 
With the spiritual support and invocation of the 
clergy, palliation of pain and dignity in distress, much 
of the mental suffering is mitigated. ‘Religion converts 
despair, which destroys, into resignation, which sub- 
mits.” 

Whereas different religious beliefs and creeds are 
difficult to reconcile, the physician is recognized as one 
without prejudice toward race, creed or color. The 
distinguished Rhode Island physician and philosopher, 
Elisha Bartlett, is quoted by Osler in these memorable 
words, 


“Through their ministers and disciples, they 
(physicians) have cheered the desponding; 

they have lightened the load of human sorrow; 
they have dispelled or diminished the gloom 

of the sick-chamber ; they have plucked from 

the pillow of pain its thorns, and made the 

hard couch soft with the poppies of delicious 
rest; they have let in the light of joy upon 

dark and desolate dwellings; they have re- 
kindled the lamp of hope in the bosom of despair ; 
. . finally when exhausted in all 

their other resources, and baffled in all 

their skill, handmaids of philosophy and 
religion, they have blunted the arrows of 

death, and rendered less rugged and precipitous 
the inevitable pathway to the tomb.” 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Addison's Disease 


BY ROBERT J. GILSTON, M.D. 
Amsterdam, New York 


HAND SIGNS 


An increase in pigment at the knuckles and at palmar and wrist creases is often the first sign of Addison's Disease. Other hand changes are 
weakness, cramps, muscular atrophy, yellow-tinted nails, pallor of finger tips and nail beds, and rheumatoid arthritis. 


OTHER FEATURES 


Systemic changes to be !ooked for in Addison's Disease: low arterial tension and small heart; increased pigmentation and vitiligo (the demon- 
stration of changes is most important); weakness, dehydration and wasting associated with anorexia, nausea, vomiting and diarrhea; tenseness, 
vertigo, fainting and mental changes; regression of primary and secondary sexual characteristics; hypoglycemia, hyponatremia and hyper- 


potassemia. 
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Lead Poisoning in Children 


Children get lead poisoning usually from eating paint 
or from inhalation of fumes from burning storage battery casings 
(used as fuel in homes of the poor). The clinical manifestations 
are diversified—the most serious being represented 

as “encephalopathy” and its sequelae. 

Diagnosis by chemical methods is relatively secure. 

Treatment with disodium calcium EDTA (a chelating agent) 
promises to be quite effective. 


BY ROBERT W. WINTERS, M.D. 


Department of Pediatrics, University of North Carolina School of Medicine 
Chapel Hill, North Carolina. 


Tue pRoBLEM of childhood lead poisoning is a more 
serious one than mere fatality statistics would indicate. 
Although deaths from this cause comprise less than 10 
per cent of deaths due to accidental poisoning in young 
children, lead poisoning may produce serious perma- 
nent sequelae in patients who survive. This makes it 
distinctive from most types of childhood poisoning, in 
which recovery when it occurs is complete. 


Sources of Lead 


Because of the widespread use of lead in industrial 
products, there are many potential sources of the 
metal in a child’s usual environment. From a practical 
viewpoint, only two major sources need to be con- 
sidered. 

The first major source is the lead pigment in paints 
and plasters that are ingested secondary to pica, a per- 
version of appetite wherein the child eats excessive 
amounts of foreign substances such as sand, soil, gravel, 
coal, cloth, hair and paint. The great majority of cases 
of plumbism due to pica for paint occur before the age 
of 3 years. 

The second cause of lead poisoning in childhood is 
inhalation of fumes from the combustion of storage bat- 
tery casings used for fuel. This sort of intoxication was 
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particularly prevalent among indigent people in the 
southern United States during the depression. In spite 
of repeated warnings, such cases are still seen. The 
battery casings burn much as does coal, and during 
their combustion release fumes high in lead content. 
Obviously, intoxication from this source is not con- 
fined to very small children as in the cases due to 
ingestion. 


Fate of Lead in the Body 
Absorption. Lead may be absorbed either from the 


gastrointestinal tract or from the respiratory tract. In 
the gastrointestinal tract, lead salts are made soluble 
in gastric acid, but little absorption occurs from the 
stomach. Rather, the principal absorption occurs from 
the small bowel and to a lesser extent from the large 
bowel. 

Only about 20 per cent of all the lead that is ingested 
is retained. the remainder passing out in the feces. 
Most of the absorbed lead is carried via the portal vein 
to the liver. where it may be taken up and re-excreted 
in the bile. Lead may traverse this enterohepatic cir- 
culation many times, and in this way, the liver acts as a 
buffer mechanism against the sudden release of large 
amounts of lead into the general circulation. 
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The Pathogenesis of Major Signs and Symptoms of Lead Poisoning in Children 


System Sign or Symptom Physiologic or Pathologic Background 
HEMATOPOIETIC Hypochromic anemia. Interference with incorporation of iron in hemo- 
globin. 
Excessive hemolysis. 4 
Basophilic stippling and reticulocytosis. —_— Increased activity of marrow. a 
Hyperbilirubinemia. Excessive hemolysis. 
Coproporphyrinuria. Increased activity of marrow. 4 
GASTROINTESTINAL Gingival lead line. Deposition of lead sulfide in gingiva. a 
Anorexia, constipation and colic. - Direct and possibly neural influence upon smooth 7 
muscle of gut. 
CENTRAL NERVOUS SYSTEM “Encephalopathy.” Cerebral vascular disturbances: 
increased intracranial pressure. 
Perivascular exudates. 
intracerebral hemorrhages. = 
Meningeal “irritation.” Proliferative inflammatory process of pia-arach- x 
noid. 
RENAL Albuminuria, cylindruria. “Toxic nephritis.” i 
‘ Glycosuria, aminoaciduria. Selective injury to the proximal tubules. : 
Pallor. Cutaneous vasoconstriction. 
iS CARDIOVASCULAR Hypertension. Direct effect upon smooth muscle of vasculature. . 
MUSCULAR Weakness and easy fatigability. Inability of resynthesis of phosphocreatine with * 
loss of excitability. 
i 
SKELETON Lead line in bones. Increased deposition of lead in subepiphyseal 5 
areas of growing bones. 4 


Respiratory absorption of lead may occur anywhere 
from the nasopharynx to the pulmonary alveoli. In con- 
trast to the gastrointestinal absorptive process, lead 
that is taken up from the respiratory tree is released 
directly into the general circulation. This lack of any 
protective buffer mechanism accounts for the observa- 
tion that inhalation of lead produces toxic effects 
equivalent to those obtained from 10 to 100 times as 
much ingested lead. 

Distribution. In the blood, lead is carried in a highly 
dispersed colloidal form, possibly the di-lead phos- 
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phate. Following absorption, lead is rapidly dis- 
tributed throughout the soft tissues, where it may pro- 
duce marked disturbances of normal physiology. With 
time, the distribution of lead changes, so that the con- 
tent of the soft tissues falls and that of the bones rises. 
Eventually, if absorption ceases, virtually all the lead is 
bound in the skeleton. 

In the bones, lead is deposited as the tri-lead phos- 
phate salt in the lattice-work, in which form, at a 
normal body pH, it is very insoluble and apparently 
harmless. The marked affinity of the skeleton for lead is 
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traceable to a general similarity in the metabolic be- 
havior of lead and calcium. Thus, lead is not taken up 
by rachitic bone unless vitamin D is also supplied; 
conversely, lead may be extensively deposited in areas 
of callus formation and of pathologic calcification. 
Growing bones tend to take up more lead than non- 
growing bones, and lead so taken up is deposited pref- 
erentially in the subepiphyseal areas of the long bones, 
in the costochondral junctions and even in the dental 
pulp. 

Factors that tend to mobilize calcium from the 
skeleton also will mobilize any stored lead. Hence, 
acidosis, infection, lactation, low calcium and phos- 
phorus intakes, and administration of parathyroid 
hormone or dihydrotachysterol (A.T. 10) will act to 
transfer quantities of lead from the bones to the blood 
and soft tissues, and may precipitate acute lead poison- 
ing in an otherwise asymptomatic individual. Alkalosis, 
paradoxically, also increases lead reabsorption from 
bone, apparently by conversion to a more soluble lead 
compound at the alkaline pH. 

Excretion. The two important routes of excretion of 
lead are the kidneys and the bowel. As already men- 
tioned, lead can also be excreted by the bile, where it 
may again be reabsorbed as a part of the enterohepatic 
circulation. In general, a rise in blood lead causes an 
increase in the urinary lead. After absorption has 
ceased, the blood and urine levels reflect the rate of 
mobilization of lead from skeletal deposits and hence 
are affected by factors that accelerate this process. The 
stool lead usually is somewhat greater than the urinary 
lead though less responsive to factors producing 
skeletal loss of lead. Potassium iodide appears to en- 
hance the excretion of lead in the stool. 

“Normal Lead.” Although lead has no recognized 
role in normal physiology, normal persons with no 
known exposure to lead and with no symptoms of 
plumbism do accumulate some lead in their bodies, 
apparently as a result of inevitable exposure to small 
amounts of the metal in food, drink and atmosphere. 
The total body content of “normal lead” may amount 
to 100 to 400 mg. in an average normal adult. 

The “normal lead” exists in a state of dynamic 
equilibrium qualitatively similar to that seen in lead 
poisoning, and this accounts for the fact that lead is 
found in small amounts in the blood, urine and feces 
of normal persons. 

The chief importance of the “normal lead” is 
the recognition of its magnitude in relation to in- 
terpretation of levels that may occur in clinical 
lead poisoning. Although such values vary according 
to the method of analysis, the usually accepted upper 
limits are 0.08 mg. per 100 cc. in blood, 0.08 mg. per 
liter in urine, and 0.04 mg. per day in stool. 
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Clinical Manifestations 


The signs and symptoms of lead poisoning are var- 
ied and reflect the widespread interference with normal 
physiology produced by toxic amounts of this metal. 
The chief findings are listed in Table 1. The patho- 
physiologic background of the important signs and 
symptoms is also listed, in so far as it is known. 

The severity of the intoxication in any individual 
case may vary widely. It is governed in part by the 
amount of lead retained in the body and the duration 
of time over which it has accumulated. As already 
pointed out, small doses of lead over a short period of 
time may produce major toxicity, particularly if the 
portal of entry is the respiratory tree, whereas a much 
larger total amount absorbed over a longer period from 
the gastrointestinal tract may produce only minimal 
symptoms and a lead line in the bones. 

The age of the child is also important in governing 
the severity of the intoxication. Younger children are 
more susceptible than older children and adults, a 
situation that is also demonstrable in the experi- 
mental animal. 

The season of the year seems to have considerable 
effect in precipitating attacks of acute lead encephalop- 
athy. Most large series of patients in whom ingestion 
is the primary cause show a very high incidence of 
encephalopathy during the summer and early fall 
months. It has been suggested that the vitamin D effect 
of sunlight accelerates the absorption of lead from the 
gut during these seasons. On the other hand, cases due 
to inhalation of lead fumes from use of storage battery 
casings for fuel show a peak in winter months. 

Finally, there seems to be a marked individual varia- 
tion in susceptibility to seemingly equivalent expo- 
sures. One patient may develop severe lead poisoning 
while another shows only latent plumbism demonstra- 
able by x-ray. 

The earliest signs and symptoms of lead poisoning 
are referable to the gastrointestinal tract, and include 
anorexia, constipation, abdominal pain and perhaps 
weight loss. Although classical lead colic is said to be 
rare in children, short paroxysms of acute abdominal 
pain do occur and are often accompanied by vomiting 
which may be severe enough to preclude adequate oral 
intake of food or fluids. 

Nonspecific central nervous system symptoms may 
accompany the gastrointestinal complaints in the form 
of headache or change in personality. More striking 
findings of central nervous system disturbance usually 
dominate the more severe cases. General hyperactivity 
is often evident and may presage the development of 
spontaneous twitchings and focal or generalized sei- 
zures. Coma is a less frequent but more severe form of 
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Figure 1. Electroencephalographic tracings of a 3-year-old colored 
girl with lead poisoning. The upper tracing was taken during the 
course of acute encephalopathy and is grossly abnormal. The lower 
tracing was taken one month later after two courses of calcium 
disodium EDTA. Except for artifactual movements, it is normal. 


the encephalopathy. Nuchal rigidity associated with 
Kernig’s or Brudzinski’s sign may also occur. Eye signs 
such as strabismus or nystagmus may be seen. The re- 
flexes may be hyperactive or hypoactive; pyramidal as 
well as extrapyramidal signs may be elicited. The 
severe degree of central nervous system dysfunction is 
mirrored on the electroencephalographic tracing which 
is grossly but not specifically abnormal (Figure 1). 
The increased intracranial pressure that accom- 
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panies the encephalopathy may be manifested in the 
young child by separation of the sutures, bulging of 
the fontanel, fundal pallor, papilledema or optic 
neuritis. With very high intracranial pressure, changes 
in pulse, respiration and blood pressure occur. 

Peripheral neuritis, so frequent in chronic lead 
poisoning in adults, is rare in children. 

Hypertension independent of that seen with very 
high intracranial pressure may occur in children, 
though perhaps less often than in adults. 

The gingival lead line (Burtonian line) which re- 
presents deposits of lead sulfide in the gum at the 
dental margin, does not occur until after the teeth have 
erupted and is usually associated with poor oral 
hygiene and gingival infection. Because of these fea- 
tures it is uncommon in the young child. It may be 
present in the older child in whom it must be differ- 
entiated from a similar line produced by other heavy 
metals (mercury, bismuth, silver) or from excessive 
melanin deposits in Negroes. 


Laboratory Findings 


The blood will often reveal a normochromic anemia 
which is frequently but not invariably associated with 
basophilic stippling, polychromasia and reticulocytosis, 
the last three findings tending quantitatively to parallel 
each other. Although frank icterus is rare, slight de- 
grees of hyperbilirubinemia may be demonstrable and 
are associated with excessive urobilinogen excretion. 

The urine may show evidence of “toxic nephritis” in 
the form of slight degrees of albuminuria and cylin- 
druria. In addition, glycosuria with a normal blood 
sugar is often seen. Increased urinary excretion of 
coproporphyrins is a constant finding. Copropor- 
phyrins may be readily detected in the urine by acidi- 
fication of the urine with dilute sulfuric acid, extraction 
of the coproporphyrins by shaking with ether and 
observing the presence or absence of pink fluorescence 
in the ether layer on exposure to ultraviolet light (e.g. 
Wood’s lamp). The spinal fluid is clear but may be 
under increased pressure. An elevation of the protein 
is common; less often a slight pleocytosis occurs. 

If absorption has gone on for some weeks, and if the 
patient is a growing child, the x-ray examination of the 
skeleton is likely to reveal a line of increased density in 
the subepiphyseal areas of the actively growing long 
bones (Figure 2). This lead line is in part due to exces- 
sive deposition of lead in this area, but also reflects a 
disturbance in these areas of the bones wherein exces- 
sive lime salts are deposited. The lead line may also be 
evident in the costochondral junctions of the ribs, 
allowing the diagnosis to be suspected from a careful 
examination of the chest x-ray. 
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Prognosis and Complications 


The mortality of lead encephalopathy is usually con- 
sidered to be quite high, averaging about 25 per cent. 
Specific ‘therapy has lowered this appreciably. Aside 
from the immediate risk to life, the child with lead 
intoxication faces the possibility of having incur- 
red permanent damage to the central nervous sys- 
tem. The incidence of such complications is very high. 
The central nervous system damage may take the form 
of recurrent convulsions, cerebral atrophy, tremors, 
muscular weakness, blindness and speech defects. 

Disturbances of mental developmeat may occur with 
or without other major symptoms or signs referable to 
the central nervous system. The mental disturbances 
range from frank mental deficiency to a more subtle 
form of mental maldevelopment clinically evident as 
poor scholastic attainment with a near normal I.Q. 
Serious behavior disturbances also occur frequently in 
children following acute lead poisoning. 

It is noteworthy that these more subtle forms of brain 
damage following lead poisoning are not confined to 
those patients who have previously had severe en- 
cephalopathy, but may occur in those less severely 
poisoned. Obviously, all behavior disturbances follow- 
ing lead poisoning may not be the result of the poison- 
ing per se, since in some instances it is conceivable that 
the child already had a disorder, one manifestation of 
which was pica for paint. 


Diagnosis 


If lead intoxication is suspected, the diagnosis is 
usually straightforward. Byers has listed six criteria, 
the presence of three of which should strongly suggest 
the diagnosis. These include: (1) anemia with baso- 
philic stippling; (2) the presence of coproporphyrin- 
uria; (3) glycosuria in the presence of a normal blood 
sugar; (4) x-ray evidence of a lead line in the ends of 
the long bones; (5) clinical signs of central or peri- 
pheral nervous system involvement, with or without 
increases in the protein or cells of the cerebrospinal 
fluid; (6) vomiting, cramps, constipation. 

None of the above features is pathognomonic for lead 
poisoning. For example, basophilic stippling may be 
seen in a wide variety of other conditions of disturbed 
hematopoiesis, including severe anemia, leukemia, 
pneumonia, advanced malignancies, and following 
other poisons. The lead line in the bones may be 
mimicked by other conditions, such as bismuth poison- 
ing, phosphorus poisoning, healing rickets and vit- 
amin A deficiency. The lines found in lead poisoning 
are generally denser and wider than those found in 
the other conditions. 
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Involvement of the central nervous system, partic- 
ularly when accompanied by nuchal rigidity and Ker- 
nig’s sign may suggest encephalitis or meningitis on 
an infectious basis. The gastrointestinal complaints 
are found in a wide variety of medical and surgical 
diseases of the abdomen. 

In making the diagnosis, reliance must be placed 
upon the history, which should be taken with care to 
include pertinent questions concerning possible sources 
of lead that the child may have ingested or inhaled. 

Since none of the clinical features is specific for lead 
poisoning, it is desirable to confirm the diagnosis by 
chemical demonstration of excessive lead in the blood 


Figure 2. Roentgenogram of left knee of a 4-year-old colored boy with 
lead poisoning. Note the dense lead line in the subepiphyseal area of 
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Figure 3. The structural formula of the Pb-EDTA complex after 
Karpinshi et al. (J. Pediatrics, 42: 409. 1953.) 


and urine. Great care must be exercised in the collec- 
tion of urine specimens for the determination of lead, 
to avoid spurious contamination by glassware, etc. The 
‘normal lead” values will vary according to the method 
used. Using Byers’ modification of the dithizone meth- 
od, a urinary excretion above 0.08 mg. a day establishes 
the diagnosis. Suspected sources of lead (such as 
paint, plaster, etc.) should also be subjected to anal- 
ysis. Most paints containing lead will show values of 
at least 10 per cent; many contain larger amounts. 


Treatment 


Until recently, the treatment of acute lead poison- 
ing, particularly acute lead encephalopathy, has been 
very unsatisfactory. Many measures have been advo- 
cated at one time or another, but few if any consistently 
affected the mortality rate or the frequency of later 
serious central nervous system sequelae. With the ad- 
vent of BAL (British anti-lewisite), some observers re- 
ported a lowering of the mortality rates in acute cases, 
but in general this agent was not found to be com- 
pletely satisfactory. Within the past two years, a new 
agent has been tried in lead poisoning with results 
which seem quite promising, at least with respect 
to the immediate mortality and morbidity. This 
agent is the calcium disodium salt of ethylenediamine- 
tetracetic acid (EDTA),. also known as Edathamil 
calcium disodium or calcium disodium Versenate. 

Calcium disodium EDTA represents an example of 
a group of chemical compounds known as chelating 
agents, which combine with metallic ions to form non- 
ionizable water-soluble complexes or chelates. The re- 
action of calcium disodium EDTA with lead is: 


Ca-EDTA + Pb*+ Pb-EDTA + 
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The structural formula for the Pb-EDTA complex is 
shown in Figure 3. The above reaction tends to pro- 
ceed to the right. The lead that is chelated on the basic 
structure is nearly completely nonionized and there- 
fore has little or no toxic effect. The lead chelate is 
freely soluble in water and is rapidly excreted. 

A number of investigators have administered cal- 
cium disodium EDTA to children with acute lead 
poisoning and encephalopathy. Clinical improvement 
in most instances has been striking, with rapid and 
marked amelioration of symptoms referable to the 
gastrointestinal tract and central nervous system. Dur- 
ing the initial period of therapy, the level of lead in 
the blood rises, which probably reflects a mobilization 
of lead from extravascular tissues and binding of this 
lead by the calcium disodium EDTA. There follows a 
marked and rapid increase in the urinary excretion of 
lead. After several days of treatment, the lead levels in 
the blood and urine fall, sometimes to nearly normal 
values. This probably represents a temporary “‘ex- 
haustion” of lead available for binding in the soft tis- 
sues, since the skeletal deposits are not directly avail- 
able for chelating. However, with the metabolic turn- 
over of lead, additional treatment will again raise the 
urinary levels to high values. 

In view of this behavior of lead and of the limited 
knowledge of possible toxicity from continuous cal- 
cium disodium EDTA therapy, it seems advisable to 
administer intermittent courses of therapy. The usual 
daily dose is 1.0 Gm. per 15 kilograms of body weight 
(30 mg./lb./day). This is given in either two or four 
divided doses, administered in an intravenous infusion 
of glucose in water over a period of one or more hours 
for each dose. 

The current practice is to give a three-day course of 
treatment followed by a three-day period of rest. Two 
or three such courses may be given to the patient de- 
pending upon the return of significant major symp- 
toms. Further courses of treatment may be desirable 
after the acute episode if major symptoms recur as a 
result of excessive mobilization of lead from the skeletal 
deposits secondary to intercurrent illness or metabolic 
stress. 

Recently several investigators have administered di- 
sodium calcium EDTA orally to children with lead 
poisoning. A rise in urinary lead occurs after such ad- 
ministration, but in general this is less than with the 
intravenous route and does not reach a peak until the 
second to the fourth day. Like the findings with the 
intravenous route, the urine level rises and then later 
falls in spite of continued administration. A lowering 
of the blood lead also occurs during oral administra- 
tion. The oral route may prove of value in treatment 
of chronic lead poisoning, but because of the relative 
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slowness with which the effects occur, it seems best to 
use the intravenous route for major acute episodes. 
The final oral dosage has not been completely worked 
out; the effects mentioned above were obtained with 
doses comparable to the usually accepted intravenous 
dose. 

Whether treatment with calcium disodium EDTA 
will appreciably influence the development of mental 
deficiency or other organic brain damage can be de- 
termined only by further careful study of significant 
numbers of patients. This agent appears to offer more 
hope in this direction than any previously employed. 

Certain ancillary measures are helpful in the treat- 
ment of acute lead poisoning. If the patient is able to 
take oral feedings, a diet providing ample amounts of 
calcium, phosphorus and vitamin D should be offered. 
In severe cases, attention should be given to the paren- 
teral provision of adequate but not excessive supplies 
of water, electrolytes and glucose. The glucose is par- 
ticularly important in order to prevent the develop- 
ment of ketoacidosis. Excessive quantities of parenteral 
fluids, particularly those providing only glucose and 
water should be avoided in order to prevent a further 
increase in the already elevated cerebrospinal fluid 
pressure. Convulsive seizures occurring during or after 
the course of encephalopathy may require barbiturate 
or other anticonvulsant therapy. 


Addendum 


Since this paper was submitted, further information 
has appeared concerning the use of disodium calcium 
ethylenediamine tetracetate in lead poisoning. The 
agent appears to be effective when given by subcuta- 
neous infusion in a 0.5 per cent solution hence avoid- 
ing the necessity for prolonged maintenance of an 
intravenous infusion. It is also effective when given 
intramuscularly, but the injections are often painful. 
Preliminary studies using a smaller dose diluted to 5 
or 10 cc. with saline and administered once or twice a 
day intravenously suggest that this technique may be 
as effective as the more prolonged infusions. 

A recent report of autopsy findings in two patients 
with hypercalcemia treated with sodium EDTA de- 
serves attention. Both patients received large amounts 
of the drug continuously for 11-12 days. At post- 
mortem there were severe lesions of the renal tubules, 
engorgement of the reticuloendothelial cells and 
hemorrhagic manifestations. This report of toxicity 
should not eliminate the use of Ca EDTA in plumbism 
but it does serve to caution against prolonged use at 
least until further information is available. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Counteracting Communism 


In a country as large and self-contained as the United 
States, international problems are usually considered as 
academic, and it is difficult to make them appear real and 
urgent. Although communism is a matter which affects us 
directly, it is still difficult to visualize its importance in 
countries as far away as Burma, the Gold Coast, or Ceylon. 
Modern transport and modern communications are, how- 
ever, increasingly emphasizing the fact that this is One 
World, and that our interests are ultimately and irrevocably 
linked with all of the other countries on the globe. The suc- 
cess or failure of our Technical Assistance and Foreign Aid 
programs is, therefore, of very real importance. Public 
health workers, who have served for more than a century asa 
“social conscience” with regard to the improvement of 
health and sanitation in the United States, must now apply 
the same approach to the world. In helping to raise social 
and economic standards in the underdeveloped areas, 
public health can be used to combat communism at its most 
vulnerable point.—J. A. Locan, Am. J. Pub. Health, 45: 
1017, 1955. 
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Voluntary Agency Funds for Health Programs 


ProsaBLy ONE of the best ways of securing local support for 
a new health program is to start it off under the sponsor- 
ship of a local voluntary health agency. In this way the 
interest and understanding of an informed group of local 
citizens can be funneled into a local program so that, after 
its effectiveness has been established, local tax support may 
be much easier. This is particularly important in pro- 
grams not known to the community before and where there 
is need for actual education about the program and the 
effectiveness of the measures recommended. Where these 
programs (such as mass chest x-rays or diabetes blood test- 
ing surveys) can be carried out jointly by the voluntary 
agency and the official agency, the transition at a later date 
to complete tax support is considerably facilitated. Inciden- 
tally, there is usually an additional dividend of improved 
understanding between the governmental health agency and 
a large segment of community leadership through such in- 
timate working relationships during the demonstration 
program.—B. F. Marrison, Am. J. Pub. Health, 45:979, 
1955. 
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Rochester, New York 


THE COMPETENT SURGEON of today is becoming less 
and less solely a technician and more and more a well- 
rounded physician versed in pathology, surgical physi- 
ology, pharmacology and general medicine. In a sim- 
ilar manner, the competent practitioner is not content 
just to send his patient to the surgeon for an operation, 
but understands the indications and contraindications 
to the surgery, the resulting physiologic changes, and 
the mortality and morbidity over a span of years. He 
knows the natural history of the disease and together 
with the surgeon weighs what will happen if the patient 
is treated by nonoperative means, against what can be 
expected to occur if the patient is operated upon. 

In the esophagus as in no other area of the body 
does the patient need clear thinking and careful evalu- 
ation of his problem by both his surgeon and the 
referring physician. Rather than repeat the time-worn 
signs, symptoms, diagnosis and treatment approach, 
a series of questions pertinent to each disease will be 
stated and then an attempt made to answer them. At 
the end a brief summary of two major factors in 
present-day esophageal surgery will be presented. 


Cancer of the Esophagus 


1. Does this occur often enough to warrant spending 
much time considering the problem it poses? 

The answer must be yes. In some areas in this 
country, cancer of the esophagus now ranks fourth 
among cancer deaths in men. Considering all cancer 
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CURRENT CONCEPTS IN ESOPHAGEAL SURGERY 


BY CHARLES D. SHERMAN, JR., 


Instructor in Surgery, University of Rochester School of Medicine 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the ninth of twelve from the 
University of Rochester School of Medicine, 
Rochester, New York. 


Practical Therapeutics 


deaths in both sexes in the United States, esophageal 
carcinoma accounts for 2 per cent of total deaths. 

2a. Is there any reason to think that surgery can really 
cure more than a very small percentage of patients with 
esophageal cancer ? 

Admittedly current surgical cure rates are less than 
10 per cent of all patients seen, and recently a group 
from the Johns Hopkins Hospital published a gloomy 
report stating their conviction that attempts should 
be directed primarily to effective palliation rather than 
cure. Yet we have made progress in dealing with 
cancers in other areas, and there are good reasons 
why we should not give up in our attempts to cure 
esophageal cancer. Raven found that even at death, 
42 per cent of esophageal cancers had not metastasized. 
Ochsner also, in reviewing 1,025 esophageal cancers 
at autopsy, found no metastases in 41 per cent. Abel 
noted that even when the disease had progressed to the 
point of killing the patient, 25 per cent were still 
*operable.”’ Willis, in his very careful autopsy studies, 
found no metastases in 30 per cent. Although other 
figures are less optimistic, it seems reasonable that 
earlier diagnosis and improved treatment should give 
us a better chance for cure. 

2b. If pathologically it is possible to remove all of the 
cancer in many cases, then why have we failed in 19 
out of 20 cases? 

I believe the answer lies to some extent in the fact 
that resection of the esophagus is a very formidable 
procedure requiring several hours, and surgeons in 
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Figure 1. This shows the method of reconstruction with colon and can 
be used to bridge any long (or short) gap in esophageal continuity. 


Figure 1a (above). Shows the area of esophagus to be excised and 
the preparation of the colon for transplantation. The right colic 
artery is divided and also the transverse colon and terminal ileum. 


the past, worried primarily about being able to sew 
the esophagus back to the stomach, have compromised 
on their excision of the cancer and its extension. Data 
published this fall on the experience at Memorial 
Hospital and Cornel] (where agressive surgery is done 
if it is done anywhere) show that 45 to 80 per cent of 
cases had been inadequately resected. The surgeon has 
been so worried about getting ends back together that 
he cuts the esophagus too close to gross tumor, leaving 
microscopic tumor behind in the submucosa of the 
remaining esophagus. It is true that extension to 
vital structures at the time of diagnosis precludes cure 
in the majority of cases, but there is a significant pro- 
portion of patients who have a possibility for cure. 

2c. Will the new method of reconstruction by colon 
make any real difference in the curability of patients 
with esophageal cancer? 

Since we now have such an excellent method of 
reconstruction to bridge very long gaps (to the neck 
or even the pharynx) the surgeon can concentrate 
on removing all of the tumor, and in particular can 
take very wide margins of esophagus without worrying 


116 


Figure 1b. Illustrates the method of forming the substernal tunnel. 
This is easily and rapidly accomplished and in the adult can be 
made large enough to pass one’s entire arm through to the neck. 


about reconstruction (Figures 1 and 2). Whether this 
will really give the hoped-for increase in curability 
remains to be seen, but consideration of the data 
noted in 2a and 2b suggests that this is a definite 
possibility. Our initial good results with colonic recon- 
struction and a careful consideration of the rationale 
have encouraged a few cancer centers to embark on a 
program of wider resection and reconstruction with 
colon, especially for lesions in the upper esophagus. 
This is frequently done in two operations two to six 
weeks apart, every effort being made to resect all 
tumor at the first operation, and reconstruction being 
left for the second procedure. 

3. If an old man comes to me in cachexia from an ob- 
structing cancer, isn’t it kinder just to let him die than 
lo put him through surgery or x-ray therapy? 

No, because the cachexia in this situation is so often 
starvation and not the cachexia of carcinomatosis. 
These patients sometimes have a chance for cure. 

4. The statement has been made, ‘I have a 50 per cent 
five-year survival in my operative series.” What does 
this mean ? 
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Figure 1c. This shows the colon transplant being passed through the 
substernal tunnel to the neck. The middle colic artery is quite ade- 
quate to supply blood to the entire transplant. 


Cancer statistics should always be based on the total 
number of patients seen regardless of treatment. 
Further subdivision is important, but if an authority 
does not make clear the relationship to the total 
number of cases seen, then he is consciously or uncon- 
sciously misleading his audience. The above statement 
may actually mean that of 100 patients seen, the sur- 
geon explores, say, 60. Of that 60, he may be able 
to resect the esophagus in 40. Of the 40, only 25 were 
done with hope of cure (curative resection), the other 
resections being palliative. Of the 25 “curative resec- 
tions,” only 20 survived the operation. Of the 20 
who survived, ten lived five years. (This is the group 
that gives “50 per cent five-year survival.”) Of the 
ten, only eight were free of disease at five years. So 
the original statement means that there was a 50 per 
cent survival (not clinical cure) in that very selected 
group of patients who survived a curative resection. 
The actual figures show an 8 per cent five-year clinical 
cure rate of the 100 patients seen. 

Such statistics emphasize however that when we 
de get patients early enough to operate with some 
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Figure 1d. This shows the completed procedure: The cecum is anas- 
tomosed to the cervical esophagus in the neck. The lower end of the 
transplant is anastomosed to the anterior wall of the stomach. Intes- 
tinal continuity is re-established by ileo-transverse colostomy. The 
total reconstruction takes three to four hours. 


hope of cure (25 per cent), the surgery offers them a 
reasonable chance and certainly should not be with- 
held from them. Steiner, in an analysis of a large mass 
of data, thinks it should be possible to cure about 20 
per cent of patients. 

5. What part does x-ray therapy play in treatment ? 

X-ray therapy is major therapy and in its way just 
as radical as radical surgery. One-third of Nielson’s 
patients were unable to finish their course of rotational 
supervoltage treatment. Ackerman and Del Regato, 
outstanding in their respective fields of surgical pa- 
thology and x-ray therapy, state that despite careful 
technique and dosage, rotational supervoltage has 
failed to yield the expected results. One very likely 
reason for this stems from the same factor that plays a 
significant part in the surgical failures—namely micro- 
scopic extension of the disease up and down the esoph- 
agus in its submucosa. The widest beam of x-rays a 
patient can stand is about 12 to 15 centimeters, and 
frequently the tumor spreads a greater distance up and 
down the esophagus than this width of maximum radi- 
ation can hit. Following surgical treatment, there may 
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Figure 2. This shows a postoperative barium swallow in an 80-year- 
old man following resection of his tumor and colonic reconstruction 
two months later. He maintained his appetite and weight, ate 
normally, and returned to work. He died of a stroke over a year 
after his operation. 


be recurrence beyond the limits of resection. In the 
same way, x-ray treatment sometimes eradicates the 
tumor in the path of the beam, but there is recurrence 
outside the limits of the treatment field. 

Despite these limitations, x-ray therapy can oc- 
casionally cure a patient. Nielson of Copenhagen, the 
leading exponent of supervoltage rotational therapy, 
reported a 3 per cent five-year survival in 185 patients 
treated with attempt to cure. Perhaps a combination 
of surgery (to encompass the extension of disease up 
and down the esophagus beyond the limits of the x-ray 
beam) followed by x-ray rotational therapy (to cure 
any residual local disease that may have extended 
laterally in nonresectable areas but still within the 
treatment fieid) may ultimately give better results than 
either alone. Currently one or two centers are evaluat- 
ing this aspect of the problem. Here again colonic re- 
construction may prove of considerable value, for after 
surgical excision, x-ray therapy can be instituted im- 
mediately, and colonic reconstruction delayed until 
after the course of radiotherapy has been completed. 

6a. What is the operative mortality in esophageal re- 
sections ? 

For resections of tumors at the lower end, skilled 
surgeons such as Sweet report a 7 per cent operative 
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mortality. Other figures currently run as high as 15 to 
20 per cent. However for resections of lesions in the 
middle or upper part of the esophagus, with mobiliza- 
tion of the stomach and anastomosis high in the chest 
or neck, the mortality rises to 25 to 35 per cent even 
in the most skilled hands, and as high as 45 to 50 per 
cent in small series. 

6b. Does the use of colon offer any chance of reducing 
the mortality figures ? 

For the lower lesions, no; but for the higher lesions, 
the answer is probably yes. The group from Memorial 
Hospital report the mortality from a Torek operation 
(excision of the esophagus without immediate recon- 
struction) to be about 4 per cent. The mortality in the 
limited number of colonic reconstructions done in this 
country has been quite low. We have lost no patients 
with reconstruction as a secondary operation and only 
one (from a pulmonary embolus) when the excision 
and reconstruction were done at the same operation. 
This added to the experience of others makes us be- 
lieve that excision and reconstruction at two operations 
will yield an appreciably lower mortality than the 25 
to 50 per cent currently reported for lesions of the 
upper part of the esophagus. 

7. How often is the diagnosis of lower esophageal 
lesions made by history alone? 

This question was recently brought to my attention 
by a patient who had mild symptoms of lower eso- 
phageal dysphagia with negative x-rays and eso- 
phagoscopy. When he was finally explored some 
months later he had a large inoperable tumor (Figure 

Tumors beginning in the stomach wall just above 
the entrance of the esophagus may extend through 
the submucosa and begin to grow up the esophagus. 
These may cause mild spasm or dysphagia, but x-ray 
is ineffective in picking up these lesions when small, 
and one cannot see them through the esophagoscope. 
It is my belief that the onset of lower esophageal 
dysphagia, in a previously normal, healthy, well-ad- 
justed man who is over 50 years of age, is an indication 
for exploratory laparotomy even in the presence of a 
negative esophagoscopy and x-ray examination. This 
includes those very early cases of “achalasia,” when a 
tumor cannot definitely be ruled out. It is when one 
cannot make a definite diagnosis of carcinoma that 
there is the best chance for cure. 


Achalasia (Cardiospasm) 


The numerous names given this disease, the varied 
theories as to its etiology, and the variety of surgical 
procedures designed for its correction indicate that 
there are still many unsolved problems. The diagnosis 
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ordinarily is not difficult and-is based on the sympto- 
matology of epigastric, anterior chest or cervical pain 
followed after a period of time by dysphagia. X-rays 
are diagnostic in the late stages, though less so in the 
early cases. There are one or two problems of practical 
concern to the physician. 

1. In the 10 to 25 per cent of patients who are not 
controlled by esophageal dilatation, what is the best 
operation ? 

More and more American surgeons have come to 
agree with the Europeans that the Heller operation 
gives by far the best long-term results. This consists 
essentially in dividing the musculature of the lower 
part of the esophagus and upper part of the stomach 
down to the mucosa so that the mucosa pouts out 
through the divided muscle. The normal hiatal mech- 
anism remains intact, and there is little chance for 
regurgitation of gastric juice into the esophagus. Al- 
most all the other surgical procedures are designed so 
that gastric juice can regurgitate into the esophagus, 
and the incidence of peptic esophagitis is high. 

2a. What is the prognosis with medical therapy alone ? 

Psychotherapy, antispasmodics and dietary meas- 
ures are not effective in relieving the symptoms. If the 
disease is allowed to progress to marked dilatation of 


Figure 3a (left) and b (right). Esophagoscopy missed this tumor. 
The x-ray film also is essentially negative. If a lesion is suspected in 
this area, it is sometimes worthwhile to explore a patient on history 
alone. If irritability of the esophagus is noted on fluoroscopy, this 
strengthens considerably the chance that there may be an organic 
warranting exploration. 
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the esophagus with retention of large amounts of food 
and saliva, the patient will frequently aspirate and 
develop pneumonia or a lung abscess. Other complica- 
tions include a chemical esophagitis from the decaying 
food and occasionally ulceration, hemorrhage or per- 
foration. 

2b. What is the prognosis with dilatation ? 

Esophagoscopy and dilatation are not completely 
benign procedures. Moersch reported a 2.8 per cent 
mortality in 804 patients before the days of antibiotics. 
Vinson, however, in 1947, reported 500 personal cases 
of dilatations with no deaths. Of his series 75 per cent 
remained well following a few dilatations. 

2c. What is the prognosis with the Heller operation ? 

The mortality is very low (1 to 5 per cent) in almost 
all reported series. From 90 to 100 per cent of patients 
are cured of their dysphagia, although the enlarged 
esophagus shrinks very little. An occasional patient 
will get mild reflux esophagitis, but as noted the in- 
cidence is negligible compared to that of most other 
procedures. The good opinion of the Heller operation 
seems to be rising and, since the operative mortality is 
so low and the results so good, it seems reasonable to 
use it earlier for those patients who do not receive a 
prompt and sustained response to dilatation. 
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Diverticula of the Esophagus 


Almost every physician sees an occasional patient 
with a diverticulum of the cervical esophagus. The 
diagnosis is usually made when x-ray examination is 
done for a patient having dysphagia. The treatment is 
almost always surgical, and the patient is cured by 
simple excision. Recurrence is rare. 

A physician who is not surgically minded may ask, 
**What will happen if I do not advise surgery for this 
patient ?”’ The natural history of this disease usually 
shows a slow evolution. At first there are no symptoms. 
Then slight dysphagia is noticed as the sac begins to 
enlarge. The weight of retained secretions and food 
gradually causes further enlargement and thinning of 
the sac. It may pull on the esophagus and cause a con- 
siderable degree of obstruction that may become severe 
enough to result in malnutrition. Many patients learn 
to relieve their obstruction by pressing the lower part 
of the neck or by placing the head down. 

When the sac becomes large enough to retain a 
considerable amount of food and secretions, it is a 
serious threat from several standpoints. Lying down 
at night may cause regurgitation and aspiration, lead- 
ing to pneumonia or lung abscess. The chronic stasis 
may lead to infection and rupture of the thin, stretched- 
out sac. The resulting mediastinitis may be fatal in 
spite of potent antibiotics. 

Consideration of the natural history then places a 
serious responsibility upon those who elect to watch a 
person with a cervical esophageal diverticulum. It is 
true then when seen at an early stage, one can follow 
the patient for months or occasionally years before 
getting into difficulties. However, if a patient already 
has a fair-sized diverticulum, the progression of the 
disease to a more serious stage may take less time. 
Surgical therapy is quite simple and carries a negligible 
mortality in the early stages, but becomes more and 
more difficult as the disease progresses. The con- 
clusion is inescapable: early surgery is the treatment 
of choice. 


Tracheoesophageal Fistula 


This is an uncommon condition, occurring about 
once in every 1,500 to 2,500 births. Many physicians 
will never encounter a case unless they do a great deal 
of pediatrics. Because it is uncommon, the diagnosis 
is frequently missed. Considerable credit is reflected 
on those in general practice making the diagnosis. 

Thorek points. out that this lesion should be sus- 
pected in any infant who has a “cold” at birth, who 
doesn’t seem to take his feedings well, who chokes, 
spits up and gets blue when he is fed. The diagnosis 
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is made almost certain by noting an obstruction on 
passing a small, soft, rubber catheter and is clinched 
by x-ray visualization upon injecting 2 cc. of Lipiodol 
(never barium) through the catheter. These diagnostic 
points are the major practical concern for the practi- 
tioner. The treatment is entirely surgical. 

One may ask “Does the use of colon have anything to 
offer in this condition ?” Since Haight’s first successful 
repair by primary anastomosis in 1941, most thoracic 
surgeons consider this the method of choice. I fully 
agree that when a good anastomosis can be accom- 
plished easily, this is by far the best method. However, 
if the anastomosis is questionable or if there is too long 
a gap to bring the ends together, it is better to bring the 
cervical esophagus out in the neck and to perform a 
gastrostomy for feeding purposes. Now that we have a 
good method of reconstruction for bridging long gaps, 
we do not fear doing a secondary reconstruction 
(Figure 4). 

As of this writing, there are many children scattered 
throughout the country who are living with an eso- 
phageal fistula and a gastrostomy because up to now 
there has not been a good safe method of reconstruc- 
tion. One clinic alone has 11 children in such condi- 
tion. 

It is important for the average surgeon in the aver- 
age hospital to know that now there is a good way to 
repair these defects secondarily, so that should he get 
a case to treat, he may wish to do the simplest and 
safest procedure, namely, cervical esophagostomy and 
gastrostomy, delaying final reconstruction. Perhaps 
that policy will lower the over-all mortality, which is 
still about 60 percent throughout the country. 


Hiatus Hernia 


Hiatus hernia is a common lesion. A recent report 
records the diagnosis in about one out of every ten 
gastrointestinal x-ray series done on 3,448 patients at 
the Boston City Hospital. In many of these, the finding 
was obviously incidental and did not require therapy. 
The more careful one is in attempting to demonstrate 
a hernia, the greater the yield of positive results. 
There are several points of concern to the practicing 
physician. 

1. Are there any problems in the diagnosis ? 

Ordinarily, hiatal hernia presents no problem to the 
physician in general practice as long as he remembers 
that epigastric and low chest pain are frequently due 
to hernia as well as to angina, peptic ulcer or biliary 
disease. As in many situations, one has to think of the 
possibility before it can be diagnosed. A careful history 
will often elicit a characteristic story of pain beginning 
upon or aggravated by bending over or by lying down 
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Figure 4a. This is an early postoperative picture of a little boy with 
tracheoesophageal fistula after secondary reconstruction with colon. 
The gastrostomy was closed later. He is living and well two years 
after reconstruction. 


—positions that favor protrusion of the hernia into the 
thorax so that gastric juice flows into the esophagus. 
Occasionally one sees a patient with unexplained ane- 
mia, at times severe, that is secondary to ulceration in 
a herniated stomach pouch. 

If the x-ray study is negative, but the physician still 
believes that symptoms are compatible with a hernia, a 
second x-ray study will sometimes demonstrate a hernia 
missed on the first examination. The physician must 
alert the radiologist to make certain the patient is 
placed in Trendelenberg position during the x-ray 
examination. Otherwise the hernia may be missed. 

2. Which hernias should be operated upon ? 

In general, those patients should be operated upon 
who continue to have symptoms despite conservative 
medical management (weight reduction, bland diet, 
antacids, sleeping with head of bed up, avoidance of 
heavy exertion or constricting garment). In uncom- 
plicated cases the operation carries a mortality com- 
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Tracheoesophageal Fistula-Atresia 


Figure 4b. In atresia when one cannot do a primary anastomosis 
safely, this illustrates the operation of choice. The cervical esophagus 
has been brought to the skin of the neck so that the child won't 
aspirate saliva. A gastrostomy is performed for feeding purposes. 
Reconstruction with colon is done at a later date. 


parable to that of cholecystectomy, and if the symptoms 
continue, the hernia should be repaired. 

Large hernias and those with complications such as 
inflammation, ulceration, anemia and strangulation, 
should be operated upon. All hernias of the para- 
esophageal type should be operated upon because of 
the high incidence of complications. Moreover they 
are easy to repair. Occasionally a very small hernia will 
cause symptoms out of all proportion to its size, and if 
the symptoms seem reasonably consistent with the 
diagnosis, repair is indicated. 

3. How often do these hernias recur after surgery ? 

Herniation is more likely to recur in obese people 
who will not reduce and in women who subsequently 
become pregnant. Symptoms sometimes do recur, how- 
ever, and are frequently related to esophagitis second- 
ary to the inability of the surgeon to restore a nearly 
normal hiatal pinch-cock mechanism. This occurs par- 
ticularly in the complicated cases with chronic ulcera- 
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tion, scarring and shortening of the esophagus, so that 
the esophagocardiac junction cannot be brought down 
below the diaphragm. Transfer of the esophagus to the 
dome of the diaphragm, sometimes done under these 
circumstances, does not always prevent continued re- 
flux esophagitis, with its pain, ulceration and bleeding. 
Because of these difficulties in the chronic cases, a plea 
is made not to continue treating a patient medically for 
long periods of time if he continues to have symptoms. 
Another cause of failure lies in poor selection of pa- 
tients. The hernia may be asymptomatic and the pa- 
tient’s complaints may be entirely unrelated. Under 
such circumstances operation is of no benefit. 

4. What place does phrenic nerve crush have in therapy ? 

I have used this very little. Those surgeons with the 
largest experience do occasionally use it in old de- 
bilitated patients who would not tolerate major surgery. 
The consequences are not so completely benign as the 
simplicity of the surgical procedure might lead one to 
believe. The diaphragm rises very high and at times em- 
barrasses pulmonary function. In an old patient with 
a low cardiopulmonary reserve, this may be a serious 
consequence. The left crura of the diaphragm is para- 
lyzed and may cause an increase in reflux esophagitis 
or rarely even obstruction. Despite these disadvantages, 
there seems to be a limited place for this procedure in 
very selected patients. 


Esophageal Varices 
The problem of portal hypertension and esophageal 


varices has been the subject of extensive investigation 
during the past 15 years, and we are gradually under- 
standing some of the complexities involved in caring 
for patients who come to us hemorrhaging from the 
esophagus. It is now fairly well established that reduc- 
tion of the venous pressure in the portal system is of 
questionable value in the treatment of ascites, but does 
have a definite place in preventing death from recurrent 
esophageal hemorrhage. 

1. Does a portacaval shunt really improve the prognosis 
of persons who are bleeding from their varices ? 

Upon even superficial analyses of the largest series 
treated with and without shunts, it becomes obvious 
that shunting is of value in the prevention of death 
caused by bleeding from esophageal varices. The nat- 
ural history of patients with cirrhosis and varices, as 
reported in both medical and surgical journals, shows 
a 50 to 80 per cent death rate within the first year after 
the initial hemorrhage (Patek, Snell, Shull, Nachlas, 
Ratnoff). These deaths are almost all due to hemor- 
rhage primarily, although, in a few, a combination of 
hemorrhage and liver faiiure leads to death. 

As contrasted to an 80 per cent mortality in patients 
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treated conservatively, patients who have had shunts 
show approximately a 20 per cent mortality. Linton 
followed 90 patients with 93 shunts for one month to 
seven years, and only one died of hemorrhage. There 
were seven other late deaths from cerebral hemorrhage, 
liver failure, and other causes. Blakemore followed 130 
patients with shunts for one month to seven years and 
reported seven deaths from bleeding and 11 from other 
causes. Further, most patients dying from hemorrhage 
after shunts were found at post-mortem examination to 
have thrombosis of the shunt, which immediately 
throws them back into a group corresponding with the 
natural history of the disease (i.e., physiologically they 
were back as they were before shunting). 

The operative mortality which initially was about 20 
per cent has, in the past three years, dropped to 5 to 
10 per cent. Proper selection of cases rules out those 
with major liver failure and those with considerable 
ascites. It should be mentioned that patients with 
Banti’s syndrome (portal or splenic vein thrombosis) 
have a much better prognosis, partly because their liver 
function is normal. 

2. What part does ligation of esophageal varices play in 
therapy ? 

This procedure has been used primarily to prevent 
exsanguination in persons whose bleeding was not con- 
trolled with the Sengstaken balloon. It will not per- 
manently cure these patients, however, and the varices 
will recur and bleed again if a shunt is not done sub- 
sequent to the ligation. Again, it is worth noting that 
Banti’s disease (extrahepatic portal hypertension) has 
a better prognosis, and in many of these people, ligation 
of varices seems to control the bleeding permanently so 
that a subsequent shunt may not be necessary. 

3. Is ligation of the hepatic artery of value? 

This method was tried by a few surgeons briefly, 
but it has not stood the test of time. 


Major Factors in Esophageal Surgery 


1. A review of the foregoing comments shows that 
probably the most important single factor in esophageal 
surgery is the growing realization that peptic esophagitis 
is a frequent and serious occurrence in any situation other 
than the normal one in which the hiatal pinch-cock mecha- 
nism separates the esophagus from the stomach. In any cir- 
cumstance in which the acid-pepsin gastric juice can 
regurgitate into the esophagus with slight increase in 
intra-abdominal pressure, or with changes in position, 
the squamous mucosa is subjected to a chronic irritant 
that it is but poorly able to resist. This often leads to 
the chain of events beginning with esophagitis, edema, 
ulceration and hemorrhage and followed in the severe 
cases by scarring, stenosis and stricture. The symp- 
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tomatology can be disabling and consists of more or 
less severe substernal burning, dysphagia, anorexia, 
vomiting and hematemesis. Esophagitis is a frequent 
complication of hiatal hernias of the sliding type and 
may in some cases be so severe as to be a contraindica- 
tion to the usual methods of repair. 

The incidence of esophagitis when there is direct 
anastomosis of the stomach to the esophagus (cancer, 
achalasia, some hernias) has been reported as high as 
60 per cent by the Mayo Clinic group, although other 
groups do report lower percentages. This has been 
such a problem that it has required major surgery for 
its correction in some cases. Resection of the area and 
reanastomosis of stomach only leads to further 
esophagitis. 

Although there seems to be an increased incidence of 
esophagitis in patients with the ulcer diathesis, 
vagotomy is of no proven value, and indeed there is 
some evidence that it increases the problem. Recently 
the interposition of segments of jejunum or colon be- 
tween the esophagus and stomach has been utilized in 
a few cases with early success, but long-term results 
are not yet available. 

2. A second factor of major importance concerns 
the way in which gaps in esophageal continuity are re- 
stored. After resection of the esophagus for cancer, 
esophagitis with stricture, lye burns or severe bleed- 
ing, and in esophageal atresia with or without tracheo- 
esophageal fistula, the problem of reconstruction of the 
esophagus is a serious consideration that has never been 
completely solved. The practitioner may say, “This is 
a technical problem with which I have no concern.” 
Yet the patient’s future freedom from the pain of 
esophagitis, his ability to swallow properly, and in- 
deed even his chances for survival may depend upon the 
method of re-establishing the pathway by which food 
gets into the stomach. 

2a. The stomach, because it is readily available, is 
the most common method of reconstruction, and has 
been used extensively for cancers of the upper stomach 
and lower esophagus. Despite the incidence of eso- 
phagitis when the stomach is anastomosed to the 
esophagus, almost all surgeons agree that this method 
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of reconstruction is the best one which has been avail- 
able. Yet when long gaps have to be bridged and the 
stomach has to be mobilized and brought high in the 
chest for anastomosis, numerous other problems arise. 
First and foremost, the operative mortality jumps to 35 
per cent even in the most skilled hands. The stomach 
may dilate and encroach on the lungs, especially in 
infants. The patient may regurgitate and aspirate 
gastric juice. Digestion may be disturbed so that the 
patient becomes malnourished. 

2b. The second most commonly used method of 
reconstruction is by transposing a segment of jejunum 
between the cervical esophagus and the stomach or 
small bowel. It is quite difficult and frequently im- 
possible to mobilize long enough segments to reach 
the neck, and when this is done, as high as 50 per cent 
of the transplants become necrotic due to poor blood 
supply. If the lower end of the jejunal transplant is 
anastomosed into stomach, the jejunum frequently be- 
comes ulcerated and stenotic from peptic digestion. So 
the surgeons with the greatest experience have by- 
passed the stomach and anastomosed the lower end of 
the jejunal transplant into the small bowel. However, 
when this is done, the patient’s nutrition is very poor, 
and his gastric juice frequently ulcerates his stomach 
since it is not being neutralized by food entering the 
stomach. 

2c. The use of tubes of skin, rubber, plastics and the 
like is accompanied by so many problems and compli- 
cations that today few surgeons even momentarily con- 
sider this type of reconstruction. 

2d. As has been noted above, at the University of 
Rochester during the past three years, we have used a 
segment of colon to bridge long gaps in esophageal 
continuity and have become increasingly enthusiastic 
with this revival of an old method of reconstruction. 
Its advantages are (1) the ease with which a long seg- 
ment for transplantation can be formed; (2) the excel- 
lent blood supply through the middle colic vessels and 
the marginal artery; and (3) the resistance of the colon 
to peptic digestion so that it can be anastomosed into 
the stomach to re-establish normal gastrointestinal 
continuity. 
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Pulmonary Arteriosclerosis 


IN A CLINICOPATHOLOGIC sTUDY of 59 cases of congenital 
heart disease, O’Neal and Thomas assessed the rela- 
tionship of pulmonary arteriosclerosis to thromboem- 
bolism, pulmonary hypertension and increased rate of 
pulmonary blood flow. It was found that pulmonary 
arteriosclerosis was prevalent in patients having pul- 
monary valve stenosis as well as in patients having 
anomalies in which there was a left-to-right shunt. 
Since the effects on pulmonary artery pressure and on 
rate of blood flow are diametrically opposite in these 
two types of congenital heart disease, the authors con- 
cluded that it is not plausible to relate pulmonary 
arteriosclerosis to pulmonary hypertension or to rate 
of blood flow. 

There was a high rate of association of pulmonary 
arteriosclerosis with pulmonary arterial thrombi. The 
authors presented histologic evidence for the thought 
that the initial changes of arteriosclerosis are a part of 
the evolution of pathologic changes of pulmonary ar- 
terial thrombosis. The arterial thrombi were believed 
to be mainly of embolic origin. (Circulation, 12: 370, 
1955.) 


Syndrome of the Hypersensitive Xiphoid 


As AN ADDITION to the list of conditions that mimic 
coronary artery pain, Lipkin, Fulton and Wolfson 
called attention to hypersensitivity of the xiphoid. 
They reported 24 patients in whom this condition had 
been found. Often it was associated with known disease 
elsewhere—coronary arteriosclerosis, gallbladder dis- 
ease, hiatus hernia, to name a few—and this fact added 
to the confusion of diagnosis. Cases were cited in 
which there was close resemblance of xiphoidalgia to 
angina pectoris. 

The syndrome of hypersensitivity of the xiphoid was 
characterized usually by chest pain—a deep ache be- 
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Tips from Other Journals 


hind the sternum. However, the pain varied greatly in 
location, quality, severity, duration and precipitating 
agents. Diagnosis was confirmed when very moderate 
fingertip pressure reproduced the pain of which the 
patient had complained. Procaine infiltration of the 
xiphoid area proved to be an effective treatment. (New 
England J. Med., 253: 591, 1955.) 


Mastectomy Sutures 


LarSEN AND Hucan have outlined a method of suturing 
for mastectomy skin flaps that has produced good re- 
sults in 30 cases. Instead of the usual procedure of 
merely closing the skin edges, and draining the sub- 
cutaneous space, the authors placed from 30 to 50 fine, 
cotton, subcutaneous stitches to hold the flaps in place. 
With the arm in extension and with the elbow bent, the 
sutures were placed. The first were inserted between the 
under side of the upper skin flap and the remaining 
clavicular portion of the pectoralis major muscle. The 
flap was next brought over the vital axillary structures 
and fastened to the fascia of the intercostal muscles, 
and then to the fascia of the subscapularis and latissimus 
dorsi muscles. Nerves and blood vessels were avoided. 
The skin flaps were allowed to lie closely but not too 
tightly in contact with the axillary contents, to oblit- 
erate all potential dead spaces. Both flaps were finally 
fastened to the chest wall by similar sutures placed 
about 5 cm. apart. 

The authors reported good healing with the use of 
this method. There was no pocketing of serum in the 
axillary region, and little was lost by drainage. Skin 
slough was less than by other methods. The blood supply 
to the flaps seemed to be maintained well, a fact which 
the authors attributed to fixation of the flaps to the 
chest wall. Excessive pressure dressings were not re- 
quired. Primary healing occurred in the axillary region, 
and lymphedema of the arm was less common than by 
the usual methods. The authors stated that by careful 
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fixation of the skin to the chest wall and axilla with 
this method, rapid uncomplicated convalescence fol- 
lowed. (Arch. Surg., 71:419, 1955.) 


Chemotherapy in Acute Leukemia 


HAUT AND HIS COLLEAGUES at the University of Utah 
College of Medicine appraised the influence of chemo- 
therapy upon the course of acute leukemia. Longevity 
was used as the index of the effectiveness of thera- 
peutic agents. The cases observed by the authors were 
supplemented by other similar cases reported by other 
observers. The study was for the period March, 1947, 
to March, 1954. 

When untreated cases were compared with those in 
which treatment had been given with folic acid an- 
tagonists, ACTH, cortisone or 6-mercaptopurine, it 
was found that chemotherapy did not significantly pro- 
long life in patients with acute leukemia. The authors 
mentioned various factors that may have combined to 
cause a false impression from their data. They urged: 
“The failure to demonstrate that therapy prolongs the 
course of acute leukemia in a large unselected group of 
patients should not invite a defeatist attitude in treat- 
ment or in the study of the effects of new antileukemic 
agents. As already indicated one may hope for more 
favorable results. 

‘Many patients benefit from therapy by a reduced 
morbidity. This does not appear in the statistics which 
have been discussed here but should not be over- 
looked.” (Blood, 10: 875, 1955.) 


Cerebral Trauma 


SMALIK AND HIS COWORKERS have studied the level of 
eosinophils in the circulating blood of patients follow- 
ing cerebral trauma. In a series of 14 patients who had 
sustained varying degrees of craniocerebral injury, an 
eosinophil count was done on venous blood immediate- 
ly after admission to the hospital. Several counts were 
then made in five of the patients during the post- 
traumatic period. In none of the histories was any 
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evidence found of allergic or endocrine disease. Con- 
trol studies were carried out upon five patients hos- 
pitalized for nonrelated conditions. In none of the 
latter was there any evidence of central nervous system 
disease or of endocrine imbalance. 

Eosinopenia was manifest on admission studies of 12 
of the 14 patients. The average initial level was 64 
eosinophils per cubic millimeter of whole blood, with 
a range 0 to 165 eosinophils per cubic millimeter. In 
one case there was an eosinophil count above the ac- 
cepted range of normal. All controls yielded counts 
ranging between 200 and 250 eosinophils per cubic 
millimeter. 

During the period of recovery, serial counts in three 
cases showed a return of circulating eosinophils to nor- 
mal levels or above within 96 hours of injury. In two 
fatal cases, low eosinophil counts persisted until death. 

The authors suggested that anterior hypothalamic 
stimulation caused anterior pituitary stimulation. This 
was manifested by an increased liberation of ACTH, 
with a subsequent decrease in the level of circulating 
eosinophils. In general, there appeared to be a corre- 
lation between the clinical improvement of the patient 
and the return of the eosinophil count to normal. 


(Surgery, 38: 539, 1955.) 


A New Antiarrhythmic Drug 


IN PRELIMINARY Clinical trials, Clark and Etsten found 
that a new antiarrhythmic drug may have definite ad- 
vantages over procaine amide (Prohestyl) and quini- 
dine. The new drug, 2-diethylaminoethyl-isonicotin- 
amide (Ambonestyl), has a structural similarity to 
procaine amide, as shown in the formula below: 
Ambonesty! was uniformly successful in suppressing 
ventricular arrhythmias in the few cases in which it 
was thoroughly tried. In some instances, total doses of 
2.5 to 3.0 Gm. were needed. These were attained by 
intravenous injections of 0.5-Gm. amounts at ten- 
minute intervals. The drug seemed superior to pro- 
caine amide and quinidine chiefly because it did not 
depress cardiac conduction and did not provoke seri- 
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ous hypotension when administered intravenously. 

Clark and Etsten opined that Ambonesty] certainly 
deserves further clinical trials in cases of ventricular 
ectopic activity. The effectiveness of the drug in atrial 
arrhythmias remains to be determined. (New England 
J. Med., 253:217, 1955.) 


Treatment of Angina Pectoris 


ROSENBERG AND MICHELSON assayed the value of penta- 
erythritol tetranitrate (Peritrate) in 20 patients having 
angina pectoris. The study was controlled by the 
bouble-blind technique, using a suitable placebo. The 
effect of the drug (or of the placebo) was ascertained 
by having the patients make daily entries on a score 
card showing amount of pain and number of nitro- 
glycerin tablets used. The standard doses were 2 tablets 
four times a day (20 mg. pentaerythritol tetranitrate 
four times a day). During one month, the patients took 
30 mg. of the drug four times a day. 

Before results were subjected to statistical analysis, 
the authors had gained the over-all impression that 
pentaerythritol tetranitrate had been beneficial in the 
majority of cases. However, statistically the drug af- 
forded significant improvement in only five patients 
(25 per cent) at a dosage of 20 mg. four times a day. 
At that level, there were no untoward side effects in 
any cases. At a higher dosage level (30 mg. four times a 
day), three additional patients derived significant ben- 
efit, but two of them could not continue taking that 
amount because of drowsiness or nausea. 

The authors concluded that in some patients with 
angina pectoris pentaerythritol tetranitrate ‘‘may 
mean the difference between complete, or almost com- 
plete, absence of symptoms, or a prolonged illness with 
much suffering.” (Am. J. M. Sc., 230: 254, 1955.) 


Recurrent Intussusception 


IN THEIR EXCELLENT REVIEW of rectal bleeding in infants 
and children, Kiesewetter and his colleagues describe a 
previously unreported entity—chronic recurrent sig- 
moid intussusception. 

When a normal child strains or cries during procto- 
scopic examination, the physiologic redundancy of the 
sigmoid is sometimes exaggerated. In these instances, 
the upper sigmoid intussuscepts downward against the 
scope. If this happens repeatedly, the leading point of 
the intussusceptum begins to bleed. 

In a series of 143 rectal bleeders (all of them chil- 
dren), a bleeding, ulcerated leading point of this type 
was found in 18 cases. The intussusceptum becomes 
ulcerated and edematous. It bleeds where a chronically 
constipated child repeatedly strains at stool and 
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traumatizes the leading point against a hard fecal mass. 
Bleeding of this type is usually bright, small in 
amount, and noted on the stool. No peritoneal signs 
are present. This entity is frequently missed unless an 
adult-size proctoscope is employed. Therapy consists 
of daily digital dilatation, softening of the stool, and 
bowel habit training. (J. Pediat., 47: 660, 1955.) 


Congenital Toxoplasmosis 


ToxopLasMa is a protozoan parasite that may be trans- 
mitted transplacentally from a mother who herself has 
only serologic evidence of infection. 

Nathan and Matheson describe two cases in children. 
One was an infant who died at the age of 3 months with 
marked internal hydrocephalus. There were granu- 
lomatous lesions in the brain and spleen. In the second 
case the patient had a convulsion at age 21 months. In 
the ensuing years, more convulsions occurred, and at 
age 6, the diagnosis of idiopathic epilepsy was made. 
At age 8, skull x-rays revealed calcifications scattered 
throughout the cerebral cortex, and a chorioretinitis 
was noted in the left eye. Signs of atrophy developed in 
the right leg followed by right-sided pyramidal signs. 
She is now 22 years old, and has infrequent petit mal 
type convulsions. 

In the first case, the diagnosis in the mother and the 
child was made with the Sabin dye test. The second 
had markedly positive skin and complement-fixation 
tests for toxoplasmosis. 

In early life, toxoplasmosis is a neurologic disease, 
although in adults, toxoplasma infection frequently 
becomes generalized. No successful therapy is available 
against this organism as yet. The most promising re- 
cent drug is a pyrimidine substance called Daraprim 
which has been of benefit in experimental infections. 


(J. Pediat., 47: 640, 1955.) 


Oxalosis 


NEUSTEIN AND HIS COLLEAGUES describe a 4-year-old 
child who died in uremia secondary to diffuse renal 
calcinosis and pyelonephritis. Microscopically, the 
kidneys showed a diffuse deposition of crystalline ma- 
terial throughout the parenchyma. Crystals similar to 
those in the kidney were found in the testes, thymus, 
spleen and bone marrow. Crystals and renal stones 
were demonstrated to be oxalates. This child had 
four close relatives with severe renal disorders. Their 
histories were suggestive of renal stones. 

Oxalate stones usually occur in the absence of in- 
fection, and may occur in both acid and alkaline urines. 
However, the most common findings are calculi of 
calcium oxalate and calcium urate in an acid urine. 
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These stones are probably the most radiopaque of uri- 
nary calculi. They may occur without demonstrable 
calcium oxalate crystals in the urine. 

The metabolic fate of oxalic acid is not certain. 
Ingested oxalates and probably endogenous oxalates 
are excreted by the gastrointestinal tract, the kidneys 
and the biliary system. Intestinal bacteria and para- 
sites, and the metabolic activity of tissues are probably 
additional sources of oxalates. 

The family history in this case and others suggests 
an inherited metabolic defect. The diagnosis of oxalosis 
should be suspected when there is diffuse intrarenal 
calcification, with progressive uremia and failure of 


response to all therapy. (J. Pediat., 47: 624, 1955.) 


Cystic Duct Remnant 


GLENN AND JOHNSON consider “‘post-cholecystectomy 
syndrome” an unfortunate term. Their observations 
indicate that this syndrome may mean one or more of 
several things, as follows: 

1. Persistent symptoms, usually indicative of a condi- 
tion other than cholelithiasis that was not recognized 
or properly evaluated prior to cholecystectomy. 

2. Appearance of new symptoms, suggestive of injury 
to the common bile duct. 

3. Recurrence of symptoms, often due to an incom- 
plete operation in which stones are left behind or a 
remnant of the gallbladder or cystic duct. 

The authors collected 35 cases in which recurrence 
of symptoms was the result of a cystic duct remnant. 
After an interval, following cholecystectomy, symp- 
toms reappeared. Usually there was colicky pain and a 
variety of digestive complaints. Frequently there was 
jaundice. The symptoms were not sufficiently pathog- 
nomonic to establish a diagnosis. Sometimes, intra- 
venous cholangiography demonstrated the cystic duct 
remnant. Surgical removal of that remnant constituted 
effective treatment. (Surg., Gynec. ¢ Obst., 101: 331, 
1955.) 


Screening Tests for Cancer 


SINCE CuRE of cancer depends upon early diagnosis, the 
search for suitable “screening” methods has been vig- 
orous. Sprunt and associates evaluated several tests for 
that purpose. Two were flocculation tests, the third, a 
test for C-reactive protein antiserum. Results indicated 
that tests of this type were positive in cancer patients 
because of inflammation secondary to the cancer. They 
were therefore useless for detection of early cancer when 
inflammation is minimal. 

The authors reported that exfoliative cytology (Papa- 
nicolaou technique) has proved to be an excellent 
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screening device for carcinoma of the cervix. They are 
currently using this method to survey the women in 
Memphis and Shelby County, Tennessee. They plan 
to study the women three times at yearly intervals. 
Results were as shown in the diagram above. (Science, 


122:273, 1955.) 


Hemigastrectomy with Vagotomy 


HAERR HAS WRITTEN a preliminary report of 120 surgi- 
cal duodenal ulcer patients treated by hemigastrec- 
tomy and vagotomy at the Cleveland Clinic. These 
patients have not been followed for a long enough peri- 
od for complete evaluation, but certain observations 
were made. Hemigastrectomy with subdiaphragmatic 
vagotomy has been employed recently instead of gas- 
troenterostomy with vagotomy because, although the 
latter procedure was performed without mortality in 
123 patients, 5 per cent of these required some sec- 
ondary ulcer operation within five years. 

The author stated that there has been no evidence, 
clinical or otherwise, of recurrent ulceration in any of 
the 120 hemigastrectomy-vagotomy patients. Few of 
them have lost weight or have been unable to gain 
weight. In this regard, results were similar to those 
following vagotomy and gastroenterostomy. Other 
side effects, such as diarrhea and the dumping syn- 
drome, were also uncommon. 


127 


¥ 


18 "Positives 
A 
: 
7 
: 
sie 
? 
im 


The operative mortality record was less favorable 
than that following vagotomy and gastroenterostomy, 
since two gastrectomy patients died (one of coronary 
thrombosis and one of hemorrhagic pancreatitis). Al- 
though neither of these deaths seemed directly related 
to the operative procedure, it was suggested that the 
pancreatitis might not have occurred if gastroenteros- 
tomy had been employed instead of gastrectomy. 

Haerr stated that these early results of vagotomy 
and hemigastrectomy appeared to be fairly good. He 
suggested, however, that with improving diagnostic 
skill it may eventually be possible to predict which 
patients will tend to develop recurring ulcerations. 
These patients can then be treated by hemigastrec- 
tomy and vagotomy and the others by gastroenteros- 
tomy and vagotomy. (Cleveland Clin. Quart., 22: 172, 
1955.) 


Late Relapse of Pulmonary Tuberculosis 


WHEN PULMONARY TUBERCULOSIS has become arrested, 
the risk of relapse is known to be greatest during the 
first five years. Mitchell has studied specifically the 
problem of relapses that develop later than that. Out 
of an experience with several thousand cases of pul- 
monary tuberculosis, he culled 115 patients in whom 
relapse ostensibly had occurred more than five years 
after arrest. However, on closer scrutiny of these cases, 
it was apparent that, for various reasons, only 31 had 
truly had late relapse. The author opined that the 
rate of late relapse is probably lower than 3 or 4 per 
cent. 

When late relapse developed, the new lesions were 
usually found at or near a pre-existing focus. However, 
this did not necessarily imply endogenous reinfection. 
There have been instances in which reinfection was 
proved to be exogenous because antibiotic-resistant 
tubercle bacilli were isolated from the sputum of pa- 
tients who had never received antibiotics. It was es- 
pecially interesting that 12 of the 31 cases of late re- 
lapse were in physicians or nurses, all but one of whom 
had resumed their former work (with probability of 
occupational exposure to tuberculosis). (New England 
J. Med., 253: 640, 1955.) 


Treatment of Breast Cancer 


ACKERMAN HAS REPORTED the results of his review of 
719 consecutive patients treated for breast cancer by 
McWhirter in Edinburgh. Treatment consisted in the 
now well-known McWhirter combination of simple 
mastectomy and irradiation. Cases were followed for a 
five-year period. Records and, in most instances, mi- 
croscopic slides of the tumors were carefully reviewed 
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by the author in an endeavor to evaluate this procedure. 

Several factors confused the results. The author did 
not agree with the diagnosis of cancer in 13 cases. 
Ovarian sterilization was carried out in addition to 
simple mastectomy and irradiation in 220 cases regard- 
less of the stage of the disease or the age of the patients. 
Furthermore, whenever there was obvious persistence 
of disease, involved lymph nodes were removed, or stil- 
bestrol or testosterone therapy was employed. 

In the operable group of cases, Ackerman found the 
incidence of local tumor persistence to be high. Thirty- 
two per cent of patients in the operable group either 
were dead or were living with disease after five years. 
The incidence of local persistence in the group dying 
before the fifth year could not be determined. 

Sterilization of carcinoma in lymph nodes treated by 
irradiation could not be demonstrated. In fact, involved 
nodes removed after irradiation therapy appeared to be 
unaffected in several instances. There was considerable 
morbidity from the irradiation therapy. Forty-seven 
patients had severe changes which, in three, necessi- 
tated amputation of the arm. Of the 719 patients 
studied after five years, 203 were found to be dead, 44 
dying, and, the author stated, still more will die of 
cancer. 

Ackerman found no objective evidence in favor of 
simple mastectomy. In fact, he felt that simple mas- 
tectomy might spread cancer when the surgeon cuts 
through diseased tissue. It was his belief that in properly 
selected cases, radical mastectomy would yield the 
greatest number of permanently cured patients. (Can- 
cer, 8:883, 1955.) 


Eosinophilic Gastritis 


McCune, Gusack AND NEwMAN reported three cases ot 
eosinophilic gastritis, with associated pyloric obstruc- 
tion, and described the characteristics of this condition. 
In one case the entire stomach and duodenum were in- 
filtrated with eosinophils, which invaded all layers of 
the intestinal wall. In the other two, more localized 
areas of infiltration were present in the prepyloric area, 
producing pyloric obstruction. 

Generalized gastroduodenitis was characterized by 
eosinophilic infiltration of the stomach and duodenal 
wall, with edema and periangiitis of small arteries and 
veins. In the case presented and in five similar cases 
collected from the literature, the symptoms included 
epigastric pain, vomiting, gastric retention and diar- 
rhea. Eosinophilia of the peripheral blood was present 
in all cases, varying from 10 per cent to 63 per cent. 
Subtotal gastrectomy was performed in most instances, 
and in the case reported, was followed by a fall in the 
eosinophil count from 59 per cent to 2 per cent. 
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More localized eosinophilic granulomas were present 
in two reported cases and in five others collected from 
the literature. The symptoms were similar to those 
found in the generalized type, but were somewhat mild- 
er, and the degree of eosinophilia was less marked. 

The authors stated that the etiology of eosinophilic 
gastritis is unknown, but that the vascular lesions sug- 
gested a relationship to allergic granulomas reported 
by other authors. They stated that exploratory lapa- 
rotomy was indicated in most cases to differentiate the 
lesions from carcinoma of the stomach. Once the diag- 
nosis was established, conservative resection was the 
treatment of choice. (Ann. Surg., 142:510, 1955.) 


Mule Tail Tea for Diarrhea 


Tue CANADA FLEABANE (Erigeron canadensis) is an an- 
nual herb of North America, also known as horseweed, 
fireweed, colt’s tail and mule tail. It has been used for 
over a century as a home medicinal in some rural 
areas—chiefly for diarrhea and dysentery. After hear- 
ing of this old remedy, Blue used it in 25 infants and 
young children who had moderate to severe diarrhea 
from the consumption of soybean milk. These patients 
were sensitive to cow’s milk but developed intractable 
diarrhea unresponsive to the usual measures while on 
soybean milk. Mule tail tea, added to the formula, 
cured each patient with no ill effects. (J. Allergy, 26- 
425, 1955.) 


Surgery in Irradiated Tissue 


ROBINSON HAS POINTED OUT the dangers inherent in 
operations upon irradiated tissue, and has described 
methods for overcoming them. He stated that struc- 
tural and physiologic changes following irradiation are 
progressive. 

Operations upon such tissue may be followed by 
serious complications. These include infection, de- 
layed healing, slough, exposure of important struc- 
tures, hemorrhage and radio-osteonecrosis. 

The author recommended gentle cleansing, wet 
dressings, and antibiotics to prepare irradiated tissue 
for surgery and to prevent infection. Wide excision of 
tissue to a point of good bleeding was advised par- 
ticularly in the perineum and genitalia where irradia- 
tion is poorly tolerated. Enzymatic débridement may 
hurry separation of dead tissue. Robinson recommend- 
ed pressure for control of minor bleeding in irradiated 
tissue but warned of the danger of serious hemorrhage 
from sloughing of major vessels. He stated that bone 
necrosis, to which irradiated tissue is unusually 
susceptible following minor trauma, can be treated by 
radical excision or by a watch-and-wait policy to save 
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as much bone as possible. He stated that massive anti- 
biotic therapy is helpful. He warned of the danger of 
narcotic addiction because of the large doses of drugs 
required to overcome the intolerable pain often present 
in irradiated tissue. Excision of involved tissue to a 
good blood supply relieves the pain and may be neces- 
sary for palliation. 

The author recommended that surgery be deferred 
if its adequate performance would entail too great a 
risk from the hazards described. (Arch. Surg., 71: 410. 
1955.) 


Heart Size and Blood Volume 


LABELING RED CELLS with P*? and thorium B, Gustave 
Nylin of Sweden was able to correlate the increased 
red cell mass in cardiac decompensation with the 
residual blood volume in the heart. The latter (heart 
volume) was accurately determined by biplane radiog- 
raphy. Blood volume was determined by dilution 
curves. Under congestive failure therapy, the receding 
heart size was accompanied by a fall in red cell mass 
(see accompanying diagram). (Am. Heart J., 49:803, 
1955.) 


CORRELATION OF CHANGE 


{N RED BLOOD CELL MASS WITH HEART VOLUME 


1M CARDIAC DECOMPENSATION 


ACTH and Cortisone in Burns 


MARTIN AND HIS ASSOCIATES have studied the effects of 
ACTH and cortisone in 22 severely burned patients. 
The cases were divided into two groups, “severe” and 
“critical,” according to the percentage and degree of 
the body surface involved, age and associated diseases. 
Systemic treatment was aimed at restoring normal elec- 
trolytes, colloids and blood as rapidly as possible. 
Foley catheters were inserted into the bladder to en- 
able accurate measurement of urinary output. 

Adult patients were given 300 mg. of cortisone on 
the first day, 200 mg. on the second day and 100 mg. 
in divided doses daily for seven or eight days. On the 
seventh day ACTH was begun, and cortisone was 
gradually withdrawn. ACTH was discontinued after 
three days. 

One of the most significant findings was the decrease 
or cessation of pain within 24 hours after cortisone 
was started. There was a marked reduction in the 
narcotic requirements of patients who received corti- 
sone. Only one patient receiving cortisone with less 
than 50 per cent body surface involvement required 
narcotics for more than 24 hours after admission. Pa- 
tients were generally able to sleep without sedation. 
The authors stated that the rate of epithelialization, 
which decreased the loss of body fluids and proteins, 
was increased. 

The temperature responses of patients while on 
cortisone therapy were significant. During the first 
week, while the patients were under therapy, their 
average temperatures were 101°F. to 103°F. Wide- 
spectrum antibiotics were considered essential in the 
prevention of inflammatory reactions, and patients 
were observed carefully for the development of infec- 
tions. Allergic reactions from blood transfusions were 
rare, and the incidence of toxic manifestations, usual- 
ly found after burns, either decreased or was absent. 
Electrolytes, colloids and fluids in these patients were 
easily controlled, and anemia did not appear during 
the first week of treatment. Only individuals who de- 
veloped severe lower nephron nephrosis experienced 
sodium retention. 

The authors found no serious objections to the use 
of ACTH and cortisone in burned patients, although 
the mortality rate was not decreased by their adminis- 


tration. (Surgery, 38: 543, 1955.) 


Pyloric Stenosis and Gastric Ulcer 


RIGLER AND HIS ASSOCIATES have carried out a series of 
animal experiments to determine whether or not 
pyloric obstruction is an etiologic factor in the produc- 
tion of gastric ulcer. Previous authors have reported 
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the frequent occurrence of pyloric obstruction in gas- 
tric ulcer patients, and have described patients with 
both gastric and duodenal ulcers in whom the gastric 
ulcer healed after medical treatment gave relief of the 
obstruction. 

Heidenhain pouches, devoid of vagus innervation, 
were prepared in dogs from the greater curvature of 
the stomach. After a control period of 30 to 90 days, 
for stabilization of the secretory output, pyloric ob- 
struction was produced. This was accomplished either 
by wrapping narrow bands of Cellophane around the 
duodenum just distal to the pylorus, or by excising a 
diamond-shaped portion of the pyloric musculature 
and resuturing it. In these animals, the pyloric steno- 
sis produced a marked increase of 560 per cent in the 
secretion of gastric juice from the Heidenhain pouch. 
In one animal, gastric ulcers developed subsequent to 
the production of pyloric stenosis. 

The increase in secretion occurring in vagus de- 
nervated Heidenhain pouches in these experiments 
indicated that the hypersecretion was brought about 
by a humoral rather than a nervous mechanism. The 
authors felt, on the basis of previous studies, that the 
increase was due to an abnormally large and pro- 
longed secretion of gastrin from the pyloric antrum as 
a result of hypermotility of the stomach in the pres- 
ence of obstruction, and a prolonged contact of the 
antral mucosa with food because of gastric stasis. They 
suggested that the frequent occurrence of gastric ul- 
cers in patients with pre-existing duodenal ulcer and 
pyloric obstruction was due to this mechanism. 
(Arch. Surg., 71: 191, 1955.) 


An In Vivo L. E. Test 


TWENTY-THREE PATIENTS with known disseminated 
lupus erythematosus and 50 control patients were 
studied by Sickley and his colleagues for L. E. 
phenomena by direct smear. A rubber band was placed 
around a digit, tight enough to produce cyanosis, for 
20 minutes. Then blood films were made from finger 
punctures. The slides were stained in the usual man- 
ner except that May-Greenwald and Giemsa stain 
were found superior to Wright’s, because of the 
brighter color produced in the L. E. cell. 

Two or more typical L. E. cells were found in the 
smears of 18 of the 23 L. E. patients. Rosettes were 
seen in 16 of these, and in two additional L. E. pa- 
tients. No L. E. cells or rosettes were seen in control 
preparations. 

The authors stress that this test has the advantage 
of directness and simplicity but is probably somewhat 
less sensitive than the currently used in vitro tests. 
They feel that the finding of rosettes by the finger con- 
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striction technique probably justified a presumptive 
diagnosis of acute lupus erythematosus, since it was 
absent in the controls and present in L. E. patients to 
the same degree as L. E. cells. (J. Lab. & Clin. Med., 
46 :624, 1955.) 


Endocardial Fibroelastosis in Childhood 


DIMOND AND HIS COLLEAGUES found severe endocardial 


fibroelastosis in one-third of the autopsy cases of chil- 
dren dying of congenital heart disease at their insti- 
tution. 

This disease is characterized by a glistening, white, 
thickened endocardium. Although this pathologic 
finding has been noted in adult life, its occurrence in 
childhood produces a characteristic clinical picture. 

The authors described nine patients in the first three 
years of life who died in congestive heart failure with 
this disease. In four cases, the diagnosis was made 
during life. In a tenth case, the diagnosis was made by 
myocardial biopsy. 

Characteristically, a newborn, or an infant or child 
that has previously been well, develops respiratory 
distress—cough, noisy breathing, flaring of the nostrils 
and tachypnea. These signs are usually attributed to 
bronchial pneumonia. If the child does not die im- 
mediately, then the respiratory difficulties persist, 
despite antibiotics. Roentgenogram of the chest then 
reveals bilateral pulmonary congestion and an en- 
larged, globular heart. This is frequently the first sug- 
gestion of cardiac involvement. 

A persistent tachycardia and diastolic gallop rhythm 
are common findings. Murmurs are occasionally found. 
Tender hepatomegaly, peripheral edema and ascites 
then develop. The electrocardiographic findings are 
nonspecific. 

With therapy and restricted activity, cardiac com- 
pensation may be maintained in some children for as 
long as two or three years. Cardiac failure and death 
are, however, the eventual outcome. 

The authors emphasized that associated congenital 
anomalies may be present—most commonly patent 
ductus arteriosus or coarctation of the aorta. However, 
these do not seem adequate to explain the severe car- 
diac failure. (Am. Heart J., 50: 651, 1955.) 


Serum Amylase in Perforated Peptic Ulcer 


Estimation of the amylase content of the serum is a 
valuable criterion for diagnosis of acute pancreatitis. 
However, other intra-abdominal conditions may cause 
elevation of serum amylase values. Notable among these, 
as Mahaffey and associates comment, is acute perfora- 
tion of a peptic ulcer. These authors emphasize that 
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this is an important consideration because such acute 
perforations require operative treatment, while acute 
pancreatitis is usually treated nonoperatively. 

Mahaffey’s group report a study of 51 patients hav- 
ing acute perforations of gastroduodenal or marginal 
ulcers. A serum amylase determination was done im- 
mediately after the patient entered the hospital and 
before narcotics had been administered. Eight patients 
had a distinct elevation of the serum amylase concen- 
tration. The factors that influenced this finding are 
shown in the diagram above. (Surg., Gynec. e& Obst., 
101:129, 1955.) 


Prevalence of Drug-Resistant Tubercle Bacilli 


CHAVES AND HIS ASSOCIATES carried out a study to de- 
termine the frequency with which streptomycin-resist- 
ant and isoniazid-resistant strains of tubercle bacilli 
could be demonstrated in the sputum of patients with 
newly discovered untreated active pulmonary tuber- 
culosis. Tubercle bacilli were isolated from 385 such 
patients. In 342 patients (89 per cent) the isolated 
strains were completely susceptible to both streptomy- 
cin and isoniazid. Forty-three patients (11 per cent) 
showed some degree of resistance to either drug. Six 
patients, or 1.6 per cent of the total, had strains 
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greatly resistant to streptomycin, while nine, or 2.3 
per cent of the group, had strains significantly resist- 
ant to isoniazid. 

The authors concluded that even though strains of 
tubercle bacilli resistant to streptomycin and isoniazid 
can be demonstrated in the sputum of a small number 
of chest clinic patients with newly discovered and un- 
treated active pulmonary tuberculosis, nevertheless 
this does not represent a serious public health problem 
at present. (Am. Rev. Tuberc., 72:143, 1955.) 


Paroxysmal Nocturnal Hemoglobinuria 


FEICHTMEYER and his associates consider this disease 
to be the result of a defect in the protein matrix of the 
red cell. In some cases, evidence of formation of anti- 
bodies against red cells has been reported. 

These authors describe a patient with paroxysmal 
nocturnal hemoglobinuria whose urine became free of 
hemoglobin on Dicumarol therapy. However, when he 
was given transfusions of carefully washed red cells, 
hemoglobin reappeared in his urine and he had febrile 
reactions. Apparently donor cells were being hemo- 
lyzed by a circulating hemolysin in the patient’s plas- 
ma. This patient was given cortisone. (Dicumarol was 
continued because it had somewhat depressed the 
hemolytic process, and also because of the alleged 
thrombotic effect of cortisone.) The patient improved 
considerably on this therapy. 

These authors stress that in patients with paroxysmal 
nocturnal hemoglobinuria, a careful search should be 
made for red cell antibodies. They consider the pres- 
ence of such antibodies a complication unrelated to the 
basic pathologic physiology of this disease. If such 
antibodies are present, cortisone is the treatment of 


choice. (J. Lab. e Clin. Med., 46:443, 1955.) 


Infantile Cortical Hyperostosis 


THIS IS A RARE DISEASE of early infancy characterized by 
cortical thickening of the skeleton, particularly the 
mandible. Tender swellings of soft tissue frequently 
occur. Hyperirritability, fever and pain on motion of 
the affected part are common. This disease is benign, 
lasting from three to 12 months and terminating with- 
out deformity, although roentgenographic findings 
have persisted in some cases. Treatment has been 
limited to symptomatic relief. 

Pounders and Delhotal administered hormones to 
two infants having cortical hyperostosis. One experi- 
enced a complete remission on hydrocortisone. The 
other patient’s course was not shortened, but symp- 
toms were well controlled with cortisone and hydro- 
cortisone. (J. Pediat., 47:157, 1955.) 
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BCG Vaccination and Measles 


CROSS PRESENTS a case in which extensive suppurative 
regional adenitis followed BCG vaccination. An attack 
of measles occurred shortly after the vaccination, and 
the author speculates that the measles intensified the 
reaction to BCG vaccination. 

Pediatricians have long recognized that measles 
characteristically lowers resistance to infection in gen- 
eral and to tuberculosis in particular. Deferring BCG 
vaccination during a time of high prevalence of mea- 
sles seems a sound principle. Moreover, with exposure 
to measles in a given patient, it would seem desirable 
to defer vaccination with BCG. (Am. Rev. Tuberc., 
72 :228, 1955.) 


Exposure Treatment of Burns 


WILSON AND HIS COWORKERS have reported their results 
in the open treatment of 50 patients having second- 
and third-degree burns. They stated that the closed 
method of treatment had been satisfactory except for 
deep burns where infection became a major problem. 
Infection sometimes converted deep second-degree 
into third-degree burns and interfered with skin graft- 
ing. 

Several advantages became apparent in the open 
method of treatment. The incidence of infection was 
lower. Deep second-degree burns were not converted 
into third-degree lesions by maceration and infection. 
Offensive odors were minimized. Because of this and 
the lack of infection, patients had better morale and 
appetite. Nursing care was reduced, a matter of great 
importance in mass casualties. More frequent observa- 
tion of the burns was possible. The necessity for dress- 
ing changes under anesthesia was eliminated. Pain was 
minimal. 

The authors found several contraindications to the 
exposure method of treatment. These included exten- 
sive circumferential burns, small burns that could be 
closed, and burns in patients who required transporta- 
tion over long distances. 

Patients were allowed out of bed as soon as possible 
after injury. When joints, particularly those of the 
hands, were involved, application of a thin coating of 
sterile ointment was often necessary to prevent crack- 
ing of the eschar. If cracking developed, the devitalized 
tissue immediately adjacent was débrided. Early joint 
motion was encouraged. 

The authors found that systemic hydrocortisone was 
of proved value in cases of adrenal insufficiency, but 
stated that topical application of hydrocortisone oint- 
ment exerted no beneficial effect upon burn wounds. 
(Arch. Surg., 71:424, 1955.) 
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Diseases Among Troops 


(MEND Symposium on Infectious Diseases, U. S. Naval 
Training Center, Great Lakes, Ill., Feb. 14.) IN MmLITARY 
ure, so-called “inconsequential” illnesses account for 
enormous losses of time from duty. During World War 
II, in terms of lost time, diseases were four times as 
important as wounds, Acute respiratory diseases led 
the list, followed by venereal diseases, malaria and 
infectious hepatitis—Dr. Joun Dincie, Western Re- 
serve University Medical School, Cleveland. 


Respiratory Illnesses in Recruits 


(Ibid, Feb. 15.) Durinc winter MontTHs 80 to 90 per 
cent of all respiratory diseases in a military hospital 
are due to identifiable viruses (R-I viruses). The 
problem mainly concerns recruit-training bases, where 
a wave of infections develops in each group of new 
troops. Seasoned troops are not similarly afflicted, 
perhaps because of “immunologic seasoning.” It is 
reckoned that eight out of every ten recruits become 
infected. Of those infected, four have no record of 
illness, two develop respiratory illnesses that are 
treated on an outpatient basis, and two require hospi- 
talization for their respiratory illnesses.—Dr. MAURICE 
R. Hueman, Walter Reed Army Institute of Research, 
Washington, D.C. 


Common Cold 


(Ibid, Feb. 15.) Factors that had no influence upon 
experimental provocation of common colds included 
chilling, smoking, amount of rest beforehand and 
whether tonsils and adenoids were in or out. Factors 
that did predispose included sex (higher prevalence in 
women), history of inhalant allergy, history of inges- 
tion-type allergy and the preovulatory phase.—Dr. 
Grorce G. Jackson, University of Illinois Medical 
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Dystrophy Tool 


(Roscoe B. Jackson Memorial Laboratory Announcement, 
Bar Harbor, Me., Jan. 12.) A STRAIN OF MICE with 
hereditary muscular dystrophy has been discovered 
and propagated. These mice will provide an extremely 
valuable tool for study into the causes and possible 
therapy of the human disease that has resisted all 
efforts at control. This newly-reported mutation in 
mice is apparently the first recorded instance of pri- 
mary pathologic involvement of muscular tissue in an 
experimental animal of known genetic background. 
The strain was detected and developed by Miss ANN 
M. Micuetson, Dr. Russext and Dr. 
Pinckney J. Harman. 


Hand Tingling 


(American Society for Surgery of the Hand, Chicago, 
Jan. 28.) ParesTHesia and numbness of the hands 
upon awakening may be due to slow compression of a 
nerve between wrist bones and ligaments. Common 
especially among middle-aged women, it is often 
attributed to menopause, position of the arms during 
sleeping, or injury. Correction involves simple surgery 
dividing a ligament to relieve constriction of the median 
nerve.—Dr. Bianp W. Cannon. University of Tennessee 
Medical School. 


Tuberculosis Preventive? 


(U.S. Public Health Service announcement, Washington, 
Jan. 21.) Eviwence, from animal experiments, that 
isoniazid can prevent tuberculosis will be tested on a 
large-scale human sample. It will involve 100,000 


* volunteer plantation workers and villagers in a Latin- 


American nation, and 9,000 Indians on U.S. reserva- 
tions, where tuberculosis is prevalent. Half will receive 
isoniazid daily for many weeks, the rest a placebo. The 
Public Health Service recently began a limited trial of 
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isoniazid as a tuberculosis preventive in some 30 pedi- 
atric centers, but the numbers of children involved 
may be too small to give definite conclusions. 


Report on Cycloserine 


(Veterans Administration-Army-Navy Conference on 
Chemotherapy of Tuberculosis, St. Louis, Feb. 9.) IN a 
YEAR-LONG INVESTIGATION, the new antituberculosis 
drug, cycloserine, has proven less effective than combi- 
nations of such drugs as isoniazid and para-amino- 
salicylic acid. The study, based on 230 patients, found 
cycloserine produced more undesirable side reactions. 
“For this reason, the VA-Army-Navy study group 
does not intend to replace present effective drug com- 
binations with cycloserine in treatment of new tubercu- 
losis cases.”—Dr. Ross McLzan, Baltimore. 


Insect Allergy 


(American Academy of Allergy, St. Louis, Feb. 6.) 
RESPIRATORY ALLERGY to insect antigens may be more 
widespread than customarily believed, judging from 
positive reactions to skin scratch tests. Soil dust is 
possibly a major source of insect antigens responsible 
for some hay fever and asthma symptoms.—Drs. ALAN 
R. Femperc, Samuet M. Femserc and Cartos BeEn- 
alM-Pinto, Chicago. 


Pollen Exposure 


(Ibid, Feb. 6.) INpIviDUAL VARIABILITY in ragweed pollen 
exposure is extremely wide and often unpredictable. 
Ninety-five Washington, D.C., residents wore pollen 
slides on their left lapels during a sunny working day, 
placing them on bureaus at night. The average 24-hour 
catch varied from 1 to 49 grains, tended to be higher 
among housewives than among their husbands. The 
pollen catch also tended to be lower in air-filtered 
rooms, or rooms with closed windows.—Dr. ELoise 
W. Kamin, Washington, D.C. 


Hand Me Down... 


(American Academy of Orthopaedic Surgeons, Chicago, 
Jan. 30.) Docrors should help restore the old walking 
cane to its former position as a friend (if not a mark of 
style) rather than let it rest in its present status as a 
sign of deterioration. The cane has medical value to 


prevent fatigue and to relieve stress, especially in per- * 


sons with bone and joint injuries, in residual polio- 
myelitis resulting in a fatiguing unsightly lurch, and in 
early degenerative disease of the hip.—Dr. Wa ter P. 
Biount, Milwaukee. 


Psychic Back 


(Ibid, Feb. 2.) “IN Nnearty all patients with low back 
pain, some degree of psychic ‘overlay’ is present, 
ranging from a negligible to an overwhelming amount.” 
In patients complaining of low back pain, thorough 
appraisal includes a detailed history concerning any 
emotional or psychic upset in the patient’s life.—Drs. 
Lee Forp and Rosert Lam, S¢. Louis. 


Loose Ulnar Nerve 


(Ibid, Feb. 1.) A LOOSELY-ANCHORED ELBOW NERVE which 
can slip back and forth over the bone is apparently a 
not uncommon cause of tingling or pain in the fingers 
or wrist upon flexion of the elbow. The slipping ex- 
poses the nerve to bumping, pain or inflammation. 
This condition was found in 16 per cent of 2,000 sup- 
posedly normal elbows in 1,000 persons. None was 
aware of it; symptoms are likely to appear upon activi- 
ties exposing the nerve to repeated injury. In severe 
cases, the nerve can be implanted deep into the 
muscles.—Dr. M. Cumpress, Jamestown, N.Y. 


Infant Hip Dislocation 


(Ibid, Feb. 1.) DistocaTeD HIP in an infant can some- 
times be treated without hospitalization, anesthesia or 
cast by use of a special splint placing the child’s legs in 
a frog-leg position. The splint, worn for several months, 
permits hip motion so the infant can kick, sit, crawl, 
walk or run. Later, night splinting only is used until 
x-rays show adequate development of a ball and socket 
joint. Among 101 patients so treated, the youngest 
was 18 months, the oldest 30 months.—Dr. Freperic 
W. Itreip, Children’s Hospital, Los Angeles. 


Antileukemic Effect of “Buffy Coat” 


(Western Society for Clinical Research, Carmel, Calif., 
Jan. 28.) THe “BUFFY COAT” OF HUMAN BLOOD, con- 
taining a mixture of white cells and platelets, has 
sometimes controlled hemorrhage in leukemia and 
has brought a few remissions. Research now is at- 
tempting to isolate an antileukemic factor, which might 
then be synthesized or obtained from beef blood.—Dr. 
Howarp R. Brerman, Los Angeles. 


Baldness “Cure” 
(American Pharmaceutical Manufacturers’ Association, 
Chicago, Feb. 6.) Tuer is an African remedy for bald- 


ness—shrink the bald head to fit the amount of hair 
remaining.— Pror. LawRENCE Taytor, Hillsdale College. 
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Carotenemia 


Q. A 44-year-old housewife, who with the exception of 
mild menopausal symptoms appears to be perfectly 
normal and healthy, has developed during the past 
year a very severe craving for raw carrots. She eats 
daily at least one bunch of carrots and has developed 
a definite orange color in her skin. Are cases like that 
on record? What is the etiology and what the ther- 


apy, uf any ? 


A. I have never heard of a case of craving for carrots. 
However, the thought suggests itself to me that this 
patient is deficient in vitamin A, since carotene, a pre- 
cursor of vitamin A, is present in carrots to a consid- 
erable extent. I would suggest that the vitamin A level 
of her blood be run to determine whether or not there 
is a deficiency. This may give a clue to the proper 
therapy. 

The orange coloration of the skin represents caro- 
tenemia. It used to be seen with considerable frequency 
in diabetics in the days when dietary restrictions were 
much more stringent for that disease than they are to- 
day. Patients were instructed to eat large amounts of 
vegetables of low-carbohydrate content. Some of those 
vegetables contained carotene—hence the prevalence 
of carotenemia. Carotenemia is also seen in myxedema 
or other conditions of lowered metabolism in which 
carotene is not converted to vitamin A in the liver. 
The carotenemia itself is harmless and gradually dis- 
appears when excess intake is reduced or underlying 
metabolic cause is corrected. 


Pain Following Cerebral Apoplexy 


Q. What is the etiology or pathologic physiology of the 
muscle pains that frequently develop in patients de- 
bilitated by stroke, and what is the recommended 
treatment for these pains ? 
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These will be answered by authorities 


in the appropriate fields of therapy and diagnosis. 


Information Please 


A. We must first of all differentiate between muscle 
pain and articular-periarticular pain. I have not ob- 
served muscle pain in the CVA hemiplegic but I fre- 
quently see the joint type of pain. This pain often is 
limited to the shoulder joint. 

This shoulder pain occurs in the majority of CVA 
patients. In some instances it is due to immobility, 
spasticity and/or subluxation of a flail arm, but fre- 
quently an obvious cause cannot be demonstrated. 
Even in those who have no spasticity and who have 
full range of motion and good shoulder support, this 
pain frequently occurs, but less often than when good 
preventive measures are instituted. We therefore feel 
that a central mechanism must be implicated, perhaps 
a thalamic syndrome-like phenomenon. ~ 

The treatment then should be: 

1. Maintenance of full passive range of motion in 
the involved side starting immediately after the onset 
of the cerebrovascular accident. 

2. Support of elbow with sling to prevent subluxa- 
tion of the shoulder. 

3. Heat, preferably moist, to sedate pain and in- 
crease circulation in the arm. 

4. Early and continued attempts to encourage vol- 
untary function. 


Sensitivity to Tetanus Antitoxin 


Q. What is the correct technique for skin testing, and 
interpretation of same, for sensitivity to tetanus anti- 
toxin ? If the patient is considered allergic to serum, 
what ts the recommended procedure in order to give 
adequate protection against tetanus ? 


A. No skin test or therapeutic injection should be 
begun without immediate availability of a syringe con- 
taining 1 cc. of 1:1000 epinephrine. 

The commonest error in skin testing is the use of 
undiluted serum for the test. This often leads to a false 
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positive reaction. Many commercial preparations in- 
clude a vial of diluted serum for skin testing, but if 
this is not available, dilute 0.1 cc. of the therapeutic 
serum in 10 cc. sterile saline and use this for skin 
testing. Inject 0.1 cc. intradermally. A positive reaction 
consists of wheal and erythema, reaching maximum 
intensity in 10 to 15 minutes, usually subsiding in 30 
minutes. 

If the patient is considered allergic to the serum, by 
history of previous reaction, by knowledge of recent 
administration, or by positive skin test, the first thing 
to do is try to obtain antiserum from a different animal. 

If it is deemed necessary to give serum despite evi- 
dence of sensitivity, inject 0.1 cc. subcutaneously and 
remain with patient for 30 minutes, watching for signs 
of reaction (urticaria, dyspnea, cyanosis, lowered blood 
pressure, collapse). If nothing happens, give 1 
cc. subcutaneously, and again watch for reaction. At 
the end of another 30 minutes the remainder of the 
dose may be given intramuscularly, again maintaining 
close observation, with epinephrine immediately avail- 
able. 

In case of mild to moderate reaction, give 0.5 cc. 
epinephrine subcutaneously and massage area of in- 
jection. In case of rapid onset of severe manifestations 
give 0.3 cc. epinephrine intravenously, perhaps repeat- 
ing every five minutes as required. 


Contracted, Functionless Kidney 


Q. A 32-year-old lawyer had pyelonephritis in infancy. 
Recent study reveals a contracted, functionless right 
kidney. The left kidney functions normally. The blood 
pressure is 130/80. The urine is negative for albumin 
and for sugar, and contains a rare pus cell. The PSP 
test is 70 per cent in one hour. The prostatic secretion 
contains 50 per cent pus cells. Should a right nephrec- 
tomy be done at this time ? 


A. The question does not contain enough data to per- 
mit an accurate answer. 

However, assuming that the left kidney is normal 
and since the urine is normal and there is no hyper- 
tension, I see no reason for performing a right nephrec- 
tomy unless the patient has symptoms referable to that 
kidney or unless hypertension develops later on. De- 
spite the history of pyelonephritis in infancy, this 
could be simply a miniature or hypoplastic kidney 
which in itself is perfectly harmless. 

It would doubtless be wise to check the blood pres- 
sure from time to time, and to do a nephrectomy 
should any hypertension develop, although chances of 
curing the hypertension by nephrectomy would not be 
great. 
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Drug-induced Dizziness 


Q. A 32-year-old white female was given V4 gr. morphine 
sulfate intramuscularly for pain of an acutely rup- 
tured intervertebral disk and had severe nausea and 
dizziness for the rest of the day. Demerol was then 
used for analgesia and she received three doses of 75 
mg. in the next two days. On the fourth day she de- 
veloped true verligo wih nystagmus to the right, 
which persisted for three weeks in spite of treatment 
with Thorazine and Benadryl. The only other drug 
she received prior to the onset of vertigo was Tolserol. 
The absence of any other symptoms or significant phy- 
sical findings make it most suggestive that she is suf- 
fering from a toxic labyrinthitis. Could the morphine 
and/or the Demerol have caused this? Do you have 
any therapeutic suggestions ? What is the prognosis ? 


A. Dizziness occurs in 20 per cent of the hospitalized 
patients with Demerol and nearly half of the patients 
who are ambulatory. Dizziness, however, is transient. 
It is my opinion that this patient is suffering from an 
idiosyncratic response from Demerol. I do not think 
the morphine or Tolserol contributed to the syndrome. 
It is my opinion that the prognosis is good for a com- 
plete recovery with respect to time. If relief is not ob- 
tained with Thorazine or Benadryl, I would consider 
the use of pantothenic acid. 


Dermatitis in Aged Man 


Q. Ina 78-year-old man, what untoward effects can be 
expected in the long-term therapy of a chronic atopic 
eczema which responds only to ACTH, 60 to 80 units 
every three days. 


A. The potential untoward effects of ACTH given in 
considerable dosage over a long period of time are 
standard: salt retention, edema, gradual decalcification, 
the evolution of Cushing’s syndrome, and the aggrava- 
tion of peptic ulcer, tuberculosis or diabetes mellitus, 
if it exists. Such phenomena may not occur, however. 

Perhaps one may debate the words of the inquiry, 
“which responds ONLY... ,” and may question the 
diagnosis of “atopic eczema,”’ which is uncommon in 
the aged. Hospital care is often helpful in chronic 
dermatitis when ambulatory care is less satisfactory. 
Hypoproteinemia is a common feature of dermatitis re- 
sembling atopic eczema. The teeth or the prostate or 
both might be at fault in an old man with exfoliative 
dermatitis—the data given do not deny these thoughts. 
The points to be made are: (1) maybe ACTH will do 
no harm; and (2) maybe you can get around using it 
by reinterpreting the disease and treating it differently. 
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DON’T OVERPAY YOUR TAXES 


BY MAC F. CAHAL, J. D. 


This article is based on information supplied by the 
American Institute of Accountants, the national profes- 
sional organization of certified public accountants. 


Wuetuer the federal income tax rates are cut or not, 
you may be able to cut your own tax bill—honestly! 

To do this you need to know the tax effect of various 
choices. Your choice of a method of handling a partic- 
ular transaction can raise or lower your taxes, and 
sometimes you can save money by a legitimate shift of 
taxable income or deductions from one year to another. 
You are also allowed choices in your treatment of cer- 
tain items in your tax return, such as depreciation and 
research costs. 

Many doctors could reduce their tax burden if they 
were aware of the tax considerations affecting a variety 
of transactions. The best method for taking advantage 
of tax-saving opportunities is frequent consultation 
with an attorney or other properly qualified tax’ ad- 
visor. Tax consultations should occur not just once a 
year when the filing date approaches, but throughout 
the year as decisions are made that will affect the tax. 


Choice of Depreciation Method 


Certain tax-saving steps are still possible at tax-filing 
time. One of them is the proper choice of depreciation 
method. The first step is to determine the estimated 
useful life of any asset acquired during the tax year. 
“Bulletin F,” which contains tables of “average” use- 
ful lives, is available from the Superintendent of Docu- 
ments, Government Printing Office, Washington 25, 
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D. C., for 30 cents. It is not necessary to follow them 
exactly, but the tables provide a guide that may 
help physicians establish a depreciation schedule for 
equipment used in practice. 

The simplest method is straight-line depreciation. 
It may also be the best in your particular case. Just 
divide the cost (less what you expect to sell it or trade 
it in for when it is replaced) by the number of years of 
estimated useful life, and this is the amount to be 
deducted each year. In arriving at the original cost, 
don’t forget to include freight and installation charges 
in addition to the price paid for the equipment. 

The law now specifically permits several other 
methods of depreciation for new assets having a useful 
life of three years or more. One of them is known as 
the declining balance method. In the first year the 
depreciation rate is twice what it would be under the 
straight-line method. The next year the same rate is 
applied to the amount remaining to be depreciated. 
This process is repeated each year. 

The result is that a greater proportion of the cost is 
depreciated during the early years of the life of the 
asset. 

Another new method, known as “‘sum of the years’ 
digits,” has a similar effect. You should figure depre- 
ciation on a new asset in all possible ways so that you 
can decide which is best for you and make the proper 
choice. 

These methods of rapid depreciation may be partic- 
ularly helpful to a young physician who is currently 
making large outlays for new equipment, but the 
depreciation left for the later years of the asset’s life 
will be less than under the straight-line method. 


’ Choice of Fiscal Year 


Regulations now permit changes of fiscal year in 
some cases without permission of the Treasury De- 
partment. Generally it is wise to use the fiscal year 
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that corresponds most nearly with the annual cycle 
ending at the low point of income, instead of a calen- 
dar year. The change should be carefully timed, 
though, to avoid possible adverse tax effects during the 
changeover period. 


Repairs and Improvements 


If you own your office building and contract for re- 
pairs and improvements, be sure that these two types 
of work are billed separately. Should you lump them 
together, you may find that the entire cost has to be 
capitalized for future depreciation. By listing the cost 
of repairs as a separate item you are allowed to deduct 
it as an expense of the current year. 

For example, you might have a furnace repaired and 
new radiators added. By separating the charges you 
can deduct the cost of the repairs in the current year, 


although the new radiators would be improvements 
that are subject to depreciation during their useful 


life. 


Keeping Good Records 


Many deductions are lost through failure to keep 
adequate financial records. Be sure that you have good 
records to show you what deductible expenses you 
have had, and to back up your deductions in case they 
are questioned by the government. This applies par- 
ticularly to your out-of-pocket business expenses, 
such as travel for medical conventions, and to items 
that are deductible on your personal income tax 
return. 

Good records and properly qualified professional 
tax assistance—at tax-filing time and throughout the 
year—are the keys to income tax savings. 


‘THE GOOD PHYSICIAN’ 


“EVERY DOCTOR should aspire to the title of “The 
Good Physician.’ Agreement must be made on mini- 
mum standards and the necessity for maintaining such 
standards.” This is the nucleus of a message that 
AAGP President John R. Fowler has been presenting 
to the state chapters. 

The Academy president has stressed that this goal 
is vital in order that the physician might survive 
through the centuries, free from political restraints 
and possessing the confidence and trust of his patients 
and the respect and approbation of his confreres. 

Dr. Fowler describes the quality of nobility as the 
“keystone of the arch” which would strengthen all 
other qualities of ‘the good physician.” ‘Nobility,” 
he said, “means that which is high in excellence or 
worth, magnanimous, generous. It is the attribute 
which sets a man apart, yet draws others to him like a 
magnet that they in turn may become noble; that the 
world in which he works and lives may be a better 
world to all who live in it.” : 

The philosophy advanced by Dr. Fowler would 
place on the individual Academy member the burden 
of proof that there is a significant difference between 
physicians who belong to the Academy and those who 
do not. 
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One area in which the individual physician must 
bear more responsibility, according to Dr. Fowler, is 
that of public relations. He points out that the patient 
is not a patient by choice, whereas the doctor calmly 
and deliberately chose his profession with a clear 
understanding of its duties and responsibilities. It 
therefore behooves the doctor to stand so far above the 
situation that he will draw the patient up to his level 
and dispel suspicions and misunderstanding. 

The art of the practice of medicine should always 
be a major consideration,” he recommends. “As a 
knowledge of the science of medicine increases through 
continued discoveries and continued education, so 
should the good physician’s concept of the humanities 
and a responsibility for the patient as a whole in- 
crease.” 

**When we have accepted 
the self-appointed task of 
striving for the title of ‘the 
good physician,’ ” says Dr. 
Fowler, “I predict that the 
Hippocratic Oath, which 
lives because of its basic 
morality, will be regarded 
as an historical document 
of priceless value rather 
than an ill-fitting garment 
to be worn because it is 
revered.” 


John R. Fowler, M.D. 
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ARE YOU READY FOR DISASTER? 


BY LOIS LAMME 


THE TORNADO that struck the Worcester, Mass., area 
on June 9, 1953, killed 94 people and severely injured 
490. Another 1,000 suffered minor injuries. In less 
than an hour, the tornado had spread death and de- 
struction over a 35-mile course. 

The area, not prepared to deal effectively with sud- 
den disaster, learned many lessons—the hard way. 

When the horrible night ended, doctors observed 
that: (1) Recognizable clinical shock had developed 
in many casualties between the time they were placed 
in vehicles and the time they arrived at a hospital; (2) 
A surprisingly small amount of whole blood and plas- 
ma had been used in the therapy of shock; and (3) 
There was high incidence of sepsis in the wounds 
treated by débridement and primary closure. Most im- 
portant, the Worcester area learned that there is no 
substitute for planning and preparing to cope with 
disaster. 

Every community and every physician should be 
prepared for natural disaster. Such emergencies are 
often semi-paralyzing enemy attacks. General prac- 
titioners, nurses and others on neighborhood and com- 
munity health teams are responsible for handling mass 
casualties—whether caused by atmospheric phenom- 
ena or military action. It is imperative that the indi- 
vidual physician be well prepared for the enormous 
demands that he may have to meet. 


Similarity Recognized 
Although many books have been written about civil 


defense, the word “‘apathy” appears more and more 
frequently in reports on current civil defense programs. 
As always, it is difficult to create and maintain active 
interest in projected situations that may never arise. 
Naturally, this state of affairs is of serious concern to 
persons responsible for safeguarding the civilian 
population. 

The physician belongs to the most important group 
in the civil defense organization. For this reason, he 
should not enter civil defense work on the premise 
that it will be useful only in the case of nuclear war- 
fare. A recent article in the Journal of the American 
Medical Association states, ‘“The federal government 
officially recognized the similarity between air raids 
and natural disasters when Executive Order No. 10427 
was issued on January 16, 1953. This order made the 
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Disaster is ruthless, leaving in its wake a pitiful wreckage of human 
lives and property. This typical scene is from the Worth, Mo., tornado 
of April, 1947. 


Federal Civil Defense Administration the government 
organization delegated to provide assistance to iocali- 
ties struck by disaster. This order served to connect 
every local civil defense organization in the country 
into a force designed to cope with the results of natural 
disaster. The civil defense agency did step in to aid 
many areas last year. Unfortunately, in only a few were 
physicians prepared.” 

In Worcester and vicinity, most of the immediate 
aid to the injured came from the unrehearsed sponta- 
neous activity of volunteers. It was largely uncontrolled 
by existing agencies. 


Typical Example 


Worcester was not alone. According to the 1953 | 
Annual Report of the Federal Civil Defense Adminis- | 
tration, the tragedy was even more appalling in Waco, | 
Tex. Many who might have been saved died in the | 
debris—part of the tragic toll caused by wasted effort, | 
traffic congestion and rescue delay. The report cited | 
two other instances of unpreparedness on the part of | 
all groups, including the medical profession. Those | 
who emerged as leaders during these crises were not 
the public safety officials nor the medical profession. 

In one case, the leader was a government mechanic; in 
the other, a prostitute. 

To assume their important roles, physicians must 
first of all be well informed on every aspect of medical 
civil defense. Studying the events that followed the 
wide-scale disaster at Worcester should help prevent 
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‘Tae American Rup Cxoss works on the premise that 
“It Can Happen Here”—anywhere. Disaster reliefop- 
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REMEBER THESE? 


erations during a typical year number more than 300; 
during the last fiscal year they averaged six a week. 


Nobody expects disaster, but from the Red Cross — 
files, here is. a review of some of the catastrophic oecur- 


rences of recent years: 


November 28, 1942—Boston, Mass., Cocoanut Grove fire — 
pcrsons dead, more Hien 200 injured, many 


seriously. 


inthis Bad hece vigil oe 


possible bombing of the eastern seaboard. Instead, 
disaster came in the shape of a fiery furnace. It has 
been said that no bombing in England, not even at 
Coventry, equalled the loss of life in this one 
catastrophe. 


 Suly 6, 1944—Hartford, Conn., Ringling Brothers 


cus fire—168 killed and 654 injured. 


March 25, 1947—Centralia, fll., mine explosion—111 


miners entombed. 


April 9, 1947-—Woodward, Okla:, tornodo—95 killed 


and 723 injured, Within the first few days of this 
month, tornadoes killed 156 and injured 1,000 in 
Texas and Oklahoma. 


April: 16, City, explosion — 


512 dead and missing and more than 2,000 injured. 
May 11, 1953—-Waco and San Angelo, Tex., tornadoes 
—124 killed, 1,256 injured. 
December 5, 1953-— Vicksburg, Miss., tornado——37 dead, 
385 injured, 106 hospitalized. 
Here is what happened within two days: 
June 8-9, 1953—Flint, Mich., tornado—125 killed, 875 
injured. 
Iowa flash floods—10 killed, 25 injured. 


Ohio tornadoes-—19 killed, 153 injured. 
Worcester, Mass., tornado—94 killed, 490 injured. 


25, 1955—Udall, Kan., and Blackwell, Okla., tor 


nadoes—99 dead, 487 injured. 


The fury and frequency of hurricanes during the | 


past two years has bezn appalling. Since January 1, 


1955, there have been 11 hurricanes in this hemi- __ 


sphere, not all of which hit the continent. 


Hurricanes Carol and Edna (1954) killed 63 per- 
sons, caused major injury to 108 and minor injury __ 
to 1,049. Hazel in ber 3,000-mile swing (1954) left _ 


98 dead. The gravity of hurricanes Connie, Diane 
and Ione and the resulting Eastern states’ flash floods 
is indicated by an official count of 85 dead, 784 
major injuries and 4,086 minor injuries. 


A comprehensive list of major disasters within the last 


few years would be very lengthy, including school busand 
train wrecks, airplane crashes and other catastrophes in 
sections of the country. 


future chaos elsewhere. If the inadequacies and mis- 
takes in dealing with the emergency are singled out, it 
is not because individual heroism and wholehearted 
community response are forgotten. 

Since the 1953 tornado, positive steps have been 
taken. One hospital built a new emergency entrance to 
prevent recurrence of traffic jams and has put manual 
controls on elevators to avoid the limitations created 
by inflexible automatic controls. The Red Cross and 
civil defense have better integrated the functioning of 
blood and plasma programs. 


Lack of Organization 


A conspicuous lack of central organization, planning 
and authority was evident in the events that followed 
the Worcester County tornado. 

Worcester, a city of about 200,000, and surrounding 
towns, had social and health agencies comparable to 
any other similar area in the United States. If sufficient 
preparation and integration had been accomplished, 
the area should have been able to meet a disaster of 
considerable proportion. However, few arrangements 
had been made to integrate the hospitals and welfare 
agencies in the locality. 

Communications Lacking. Communication facilities 
were seriously lacking. Most of the 17 hospitals that 
treated victims that night were unaware of the catas- 
trophe until their first ambulatory casualties arrived. 
Telephone communications were inadequate. In sev- 
eral instances, a police cruiser car or mobile radio unit 
stationed near a hospital provided the only means of 
communication. 

Evacuation Uncontrolled. Evacuation of casualties 
from the stricken areas was uncontrolled. The dead 
were taken out of the area indiscriminately with the 
injured. 

Inadequate First Aid. No prior arrangements had 
been made for first aid in the event of disaster. Lay 
rescuers took hasty action in moving the injured, with- 
out due regard for safety. No attempt was made to 
establish a system of triage. Some physicians attempted 
to set up first aid stations, but most of the vehicles 
carrying casualties passed them by. Many of the doc- 
tors were trying to function without adequate supplies 
and equipment and were not in communication with 
the hospitals. It was not until after most of the injured 
had been evacuated that effective first aid was set up in 
the disaster area. 

Uncontrolled Traffic. Lack of central organization, 
again, was apparent in the uncontrolled transportation 
and traffic. Traffic at every hospital was chaotic. Road 
blocks were not established until nearly all casualties 
had been evacuated. Drivers were obsessed with the 
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notion that great speed was necessary. Few of the vic- 
tims were reported in shock when they were placed in 
vehicles, but an estimated seven out of ten seriously 
injured required immediate therapy for shock when 
they reached the hospital. 

Agencies Uncoordinated. Coordination was lacking 
among the local social and health agencies and the na- 
tional organizations such as the American Red Cross 
and the Salvation Army. Civil defense plans were re- 
garded by some people as applying only in case of air 
attack. There was indecision on this point even among 
civil defense personnel. It was some time before many 
of the agencies discovered their respective roles. Heads 
of certain key agencies were functioning in more sub- 
servient positions than their positions were supposed 
to demand. 

Confusion in Hospitals. General confusion reigned at 
all the hospitals until long after the heaviest influx of 
casualties. In many cases, too many individuals were 
taking the responsibility for triage ; patients with minor 
injuries were moved out of the receiving areas at a slow 
rate; and some of the hospitals were too slow in initiat- 
ing a system of sorting the seriously injured from the 
slightly injured. 

Unsatisfactory Records. There was unsatisfactory 
identification of casualties and failure to keep adequate 
records of treatment. None of the hospitals developed 
an adequate tagging system. 

Undefined Responsibility. A detailed plan of respon- 
sibility for individual duties had not been set up at 
most of the hospitals. Most of the doctors proceeded 
with the problems nearest to them, many of them per- 
forming tasks that they had not done for years. Others, 
without previous experience, were performing surgery. 

Poor Assignments. No hospital had a central agency 
to which volunteers could report for assignment. 
Throughout the emergency, there was a plentiful sup- 
ply of personnel anxious to work. However, their effec- 
tiveness was greatly diminished by the general con- 
fusion. Skilled volunteers in many cases were unable to 
be of real service. In some instances doctors acted as 
litter carriers. All the hospitals were jammed with peo- 
ple who swarmed through rooms and corridors ham- 
pering medical care to the injured. 

Hospitals Isolated. There was little inter-hospital 
communication, and few patients were transferred out 
of overcrowded hospitals. 

Little Plasma Use. The amounts of whole blood and 
plasma used in early treatment of the patients later 
seemed very small for the severe nature of the injuries. 

Many Shortages. One hospital reportedly discarded 
attempts at asepsis early in the night because of inade- 
quate stocks of sterile supplies and sterile water. Tap 
Water was used for cleansing the wounds, and instru- 
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ments were passed from hand to hand and from case to 
case. Any available suture material was used. At an- 
other hospital, electric power was cut off by the storm 
and there was no adequate auxiliary source of power. 
In this hospital, a number of lacerations were sutured 
under battery lamps and flashlights. 

Reports of Sepsis. More than 1,500 injured persons 
were treated at the hospitals during the two days after 
the storm. Some observers reported that as many as 
two-thirds of the compound fractures of extremities 
became septic; others placed the incidence as low as 
10 per cent. 

Physicians who followed wounds in outpatient de- 
partment clinics or in private offices reported a high 
infection rate in the minor injuries. Several house offi- 
cers commented, ‘We never saw such poor healing of 
wounds.” They said that the incidence of local sepsis 
was very high and that there was poor approximation 
of wound edges. 

A number of family physicians in outlying towns 
said that almost all of the patients who came to them 
after suture of wounds in Worcester had developed 
sepsis. Removal of sutures and drainage of the wounds 
was required. The Worcester Society for District 
Nursing reported that 612 tornado victims were still 
being treated in their homes almost two months after 
the storm. Most of them were being treated for septic 
wounds. Sepsis would have been much less if the doc- 
tors had more adequately débrided the lacerations and 
had delayed suture. 

Perhaps these observations of the Worcester tornado 
will provide a basis of better planning for future dis- 
asters—natural or man-made. 


‘Woefully Inadequate’ 


Present civil defense plans for the deployment of 
medical personnel in case of atomic attack are woefully 
inadequate, according to Dr. Paul R. Hawley, director 
of the American College of Surgeons. “If an attack 
came tomorrow, no one in civil defense would be able to 
say how the medical care problem should be handled,” 
said Dr. Hawley. 

Testifying before a Senate subcommittee on civil de- 
fense, Dr. Hawley stressed the fact that the civilian 
population will bear the brunt of the attack. To prevent 
total disaster in such an eventuality, he urged a master 
plan for pooling all medical resources. This would re- 
quire intensive national preparation at a “high level.” 

Senator Estes Kefauver, addressing the AMA in At- 
lantic City on June 4, 1955, said: “If we are to survive 
the initial attacks of an enemy armed with nuclear 
weapons, it will very largely be due to the work of the 
medical profession and its allied professions. 
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“I have heard some doctors declare that the medical 
profession is prepared for a national war emergency,” 
he continued. “I doubt that. It may be prepared for the 
kind of war we went through the last time. I do not be- 
lieve that the medical profession, despite the grave re- 
sponsibilities which will fall on it, is prepared for a 


thermonuclear war.” 


‘Awesome Responsibility’ 


The senator emphasized the need for increased 
stockpiling of medical supplies; additional research 
into the effects of radioactive, bacteriologic, and chem- 
ical warfare; and more effective plans for evacuation 
of hospitals. 

Senator Kefauver declared that the medical profes- 
sion must take a major role in perfecting civil defense 
plans. “Yours is an awesome responsibility. But by 
planning now we may save millions of our citizens and 
the future of our country.” 


Preparations Much Alike 


According to Dr. Carroll P. Hungate, Kansas City, 
Mo., consultant to the Atomic Energy Commission on 
medical aspects of atomic energy and a member of the 
AMA Council on National Defense, nearly all of the 
preparations for a national wartime disaster would be 
worth while in a natural disaster. 

**Whenever you have displaced people, you have an 
increased load on the medical profession, public health 
officers and law enforcement personnel. It doesn’t 
make any difference what produces this situation— 
tornadoes, flood, fire or military attack. The only vari- 
able factor is that in a wartime emergency, the situa- 
tion would be magnified a thousand fold. 

‘The most important aspect of civil defense is the 
education of the public to the need for their coopera- 
tion in test exercises. Those in civil defense realize fully 
the magnitude of all the problems that will occur from 
the evacuation of a target city, but the alternative to 
this policy is to stay put and die.” 

The problems arising from a military emergency 
would remain the same for the medical profession re- 
gardless of whether there was no warning, two hours’ 
warning or six hours’ warning prior to the attack. Even 
in the event that evacuation could not be effected, 
scores of thousands would be injured in the fringe areas. 


Minimizing Effects 


‘With a conventional atomic bomb equal to 20,000 
tons of TNT, the policy was to get the industrial plants 
back into operation. With modern uranium-hydrogen 
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bombs equal to 20 million tons of TNT, we know we are 
going to lose the cities, but we can save the people 
through a combination evacuation-shelter program,” 
Dr. Hungate explained. 

The medical profession realizes that they could 
not save all the injured people. However, efforts should 
be made to minimize the effects of the catastrophe. To 
accomplish this end, the profession is stepping up its 
training of physicians and paramedical personnel in 
the care of trauma and effects of radiation. It is contin- 
uing to urge the training of the laity in first aid and 
home nursing. These training programs are being con- 
ducted on the same principle that operates in subject- 
ing a raw army recruit to strenuous training. This pol- 
icy is essential when you realize that nuclear war would 
be waged in our own backyards. 

With evacuation of target cities, all areas of the 
United States must mobilize their medical materiel and 
manpower. A small rural community might see its pop- 
ulation doubled by evacuees from target cities. Every 
community should develop a registration center, an 
emergency medical installation in the local school house 
and prepare for a welfare station to be set up in the 
village church. 

Citizens should make a survey of their non-target 
community and plan on doubling the number of people 
who can be billeted in any given dwelling. In each of 
these communities, the dactors, in consultation with 
their local health authorities, should prepare for a 
heavier load on public health facilities. 


Coordination Essential 


‘Radioactive fallout has spread the effects of nuclear 
weapons so that no area of the United States is free 
from such effects,” said Dr. Hungate. ‘We are positive 
that adequate underground shelters will prevent wide- 
spread radiation sickness, but we are equally certain 
that each family will have to be prepared to help them- 
selves by having first-aid equipment, emergency light- 
ing, sufficient food reservations for their family for at 
least two weeks, monitoring instruments, and an ample 
water supply stored in their shelter. Every member 
should have coveralls, cotton gloves, some form of 
bootee, a cap, masking tape (to close all openings in 
clothing) and a gas mask which will filter out radio- 
active, biologic and chemical particles. 

**The whole program has to be coordinated, and the 
only way you can accomplish this is by test alerts,” 
Dr. Hungate continued. ‘Unless you have these alerts, 
your paper plans are of little value.” 

Medical defense workers have found there are many 
volunteers in any disaster but it is commonplace to 
find a lack of coordination among the agencies involved. 
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“Leaders are often found in strange places during 
the early period following disasters. Many intelligent 
people, pillars of responsibility in society, so often fail 
during periods of great stress,” Dr. Hungate said. 


Must Show Leadership 


Medical personnel at first thought they should have 
special communications from first-aid stations to hos- 
pitals but now believe that messages can be carried 
satisfactorily by drivers of emergency medical vehicles. 
It is not planned to rely on ham radio operators be- 
cause their system has not performed satisfactorily. To 
become satisfactory, they would have to develop more 
peripherally located receiving centers. Otherwise, they 
are overwhelmed with messages and bog down in 
transmitting them. 

In outlining the doctor’s responsibility, Dr. Hun- 
gate emphasized, “It all boils down to the fact that a 
physician must show leadership. He should not have to 
be told what to do. He should lead in taking care of the 
sick and injured and in directing sanitary measures. 
Because of his background, he should not be one of the 
individuals who panics. 

“Physicians need not know in fine detail what they 
are going to do because when they get that definitive 
in their planning, time is wasted on situations which 
may be exactly the opposite in the emergency.” 

Doctors should learn the fundamentals of disaster 
planning. They should familiarize themselves with the 
over-all plan of the local civil defense director. They 
should learn where civil defense rendezvous points are 
located at the periphery of the target city so they 
can report there and offer their specialized services in 
time of emergency. 


Need Classifications 


Every county medical society, whether located in a 
target city, suburban area or rural district, should have 
its members classified so that each one knows what his 
job assignment will be. It is impossible to give physi- 
cians in target cities designated points of operation, 
however, because personnel will be widely scattered. 
Redeployment, post-disaster, will require a major ad- 
justment of all medical-health personnel. 

Even though you cannot give a target-city physician 
a specific point of operation, you can tell him what his 
job will be. For instance, one doctor’s ID card will in- 
dicate that he is a member of a burn team, another’s, 
that he is a commanding officer of an improvised emer- 
gency hospital. 

Doctors in rural areas, however, not only can be 
classified but can also be assigned definite points of op- 
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The town of Worth, Mo., was flattened on the evening of April 29, 
1947. Fourteen people were killed and more than 20 were injured. 
This picture was taken on the night of the disaster. 


No section of the country is immune to disaster of some sort. Human 
misery is incalculable and property damage runs into thousands and 
millions of dollars. A tornado at Worth, Mo., in April, 1947, left its 
familiar path of destruction, in this case the entire town. 


eration. In some states, civil defense officials are de- 
veloping, in each district of the state medical associa- 
tion, 200-bed emergency hospital units. Physicians in 
local communities would know whether they were 
members of an emergency hospital unit or whether they | 
had been designated to carry on in the community with | 
no change in designation. Obviously, every rural doctor | 
cannot be moved up to the front line, as there will re- | 
main the usual number of sick at home. | 
‘Physicians must accept the concept of the care olf | 
mass casualties as a reversal to life-saving medicine,” 
Dr. Hungate explained. In case of disaster, they will be | 
doing antiseptic surgery rather than aseptic surgery. 
They will be using a lot of antibiotics rather than a lot 
of sterile dressings and equipment. 


Six Cardinal Principles 


“IT think that doctors should be familiar at all times 
with the proper treatment of trauma resulting from 
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sudden widespread disaster. Under panic conditions, 
the medical profession must not forget the six cardinal 
principles in the treatment of the average soft tissue 


_ wound: 


1. Treat shock and control hemorrhage. Blood sub- 
stitutes will be used in the early hours of an 
emergency. Plasma and whole blood should be 
available at a later period. 
2. Cleanse the wound. 
3. Doa good débridement. 
4. Cover the wound with a sterile dressing, or at 
least cover it. 
5. Close the wound at a later date when more time 
is available. 
6. Administer antibiotics. 
“Chest wounds and abdominal wounds will require 
definitive treatment immediately. 5 

‘Triage, or sorting of disaster victims, is the most 
important phase of the medical civil defense effort. 
For triage officers, keen diagnosticians are essential. 
General practitioners make excellent triage officers as 
they can see the patient as a whole, can determine his 
needs and pass him on to the proper area for further 
care, or to the chaplain’s service in case the patient is 
beyond medical care.” 


Hospitals ‘Less Prepared’ 


Dr. Hungate stressed that physicians on hospital 
staffs must cooperate with the administrators and 
boards of directors in seeing that hospital disaster 
plans are perfected. They are dependent on hospitals 
for their centers of operation. 

‘Hospitals are less prepared than doctors are,” he 
said. “In a few instances they have conducted test 
alerts with very satisfactory results. It’s nothing that 
can’t be done; it’s a matter of initiative. 

“I think that every hospital staff should devote one 
meeting a year to the care of casualties and to a discus- 
sion of their hospital disaster and evacuation plans. I 
think that the staff of hospitals should insist on test 
runs to determine the efficiency of these plans to coor- 
dinate such tests with other hospitals in the area. 

“I believe that every medical society should devote 
one meeting a year to the medical effects of natural dis- 
asters and civil defense and that they should discuss 
the treatment of trauma and radiation sickness. 

“It is difficult, however, to interest physicians in 
civil defense because of their antipathy toward more 
meetings and the lack of training material. However, 
they can be reached through hospital staff nieetings. 
To teach physicians and supporting lay personnel to 
work in an emergency, you have to have test runs. 

The Federal Civil Defense Administration has con- 
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tracted for many 200-bed improvised hospital units. 
They are now being produced rapidly and many have 
been made available for display and training purposes. 
However, because of strict custodial requirements, cer- 
tain states and target cities have refused to sign the 
custodial receipt, which naturally prevents utilization 
of the units. 

Dr. Hungate recently made recommendations to 
FCDA Administrator Val Peterson which he believes 
would eliminate the objectionable features of the pro- 
gram. Under his proposals, the FCDA would control 
the use of the equipment. States and target cities would 
provide only the necessary space for their use. 

**Periodic drills with this equipment is the one part 
of civil defense that organized medicine and para- 
medical groups are stressing more than anything else,” 
Dr. Hungate said. 

**These groups have also recommended a shortening 
of the first aid course for lay folks, based on reports 
from the Worcester disaster. If trained doctors very 
nearly panic when overwhelmed with casualties, then 
it is a waste of time to give extensive training to lay 
people because they will forget and lose their efficiency 
under panic conditions. It is better to instruct them in 
a few essential principles and have these stick.” 


Survey Each Community 


Federal Civil Defense Administrator Val Peterson 
announced recently that the time may come when the 
nation will face a draft for civil defense. He said that 
the possibility of a draft had been discussed at high 
government levels. He pointed out that Scandinavian 
countries already have such a program in effect. In 
Wisconsin, Governer Kohler has signed a new civil 
defense law making it mandatory for every town, vil- 
lage, city and county to have a civil defense group. 

One thing is certain. If a grave national or local 
emergency develops, the services of the medical pro- 
fession will be desperately in demand. The profession 
must anticipate as many of the problems as possible 
and prepare to deal with them as realistically as they 
can. As defense workers, physicians should not think 
in terms of evacuation alone but should also be organ- 
ized to take care of emergencies on their home front. 

A good way to start is to survey each community to 
see what natural disaster is most likely to occur. Does 
a river curve around the city, setting the stage for a 
potential flood? Is there a nitrogen plant that might 
someday explode, or a row of wooden buildings that 
might catch on fire? Anticipation of what might occur, 
and preparedness for it, both individual and coopera- 
tive, will enable doctors to give their community the 
best service possible when disaster strikes. 
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Pulmonary Diseases. Edited by Roscoe L. Pullen, M.D. Pp. 669. 
Price, $15.00. Lea and Febiger, Philadelphia, 1955. 


PULMONARY DISEASES have always occupied a considerable 
segment of medical practice. However, in recent years this 
group of disorders has assumed a role of increasing impor- 
tance. Routine chest x-rays are now made with great fre- 
quency and mass screening techniques by photofluorog- 
raphy have become widespread. As case finding measures 
they have uncovered a great variety of pulmonary diseases 
often before overt symptoms have appeared. It is becoming 
apparent that knowledge of clinical respiratory physiology 
is necessary for accurate diagnosis as well as for the rational 
application of therapeutic principles. New approaches 
through chemotherapy and surgery have broadened the 
use of definitive therapy for many pulmonary diseases. 

This volume written by 20 authorities incorporates all 
the modern concepts of etiology, physiology, pathology, 
clinical manifestations, diagnosis and therapy into a prac- 
tical clinical approach to the subject. 

The presentation is complete and includes, among oth- 
ers, chapters on tuberculosis, the pneumonias, bronchial 
obstruction, benign and malignant tumors, asthma and 
animal parasitic infections of the lungs. Especially com- 
mendable are the discussions of pulmonary mycoses and 
structural alterations of the lungs. 

General practitioners, students and chest physicians 
alike will find this book an authoritative guide to all phases 
of pulmonary diseases and will be pleased with the clarity 
of presentation, neat organization and arrangement of 
material as well as the profuse illustrations. 

Katz, M.D. 


Physicians’ Federal Income Tax Guide. 1956 edition. By Hugh J. 
Campbell and James B. Liberman. Pp. 94. Price, $2.50. The 
Schnell Press, Great Neck, New York. 


LikE THE WELL-KNOWN and popular elementary guide for 
individual taxpayers edited by J. K. Lasser, this guide is 
intended for the individual physician who is not concerned 
with complicated legal or accounting situations in the prep- 
aration of his individual income tax return. With allow- 
ances for the oversimplification which is bound to result 
from a brief discussion of tax law for the laymen (here the 
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physician is a layman), this is a useful guide and should be 
of value to the average physician. 

The book is well organized and presents a brief discus- 
sion of the logical steps that normally take place in the 
preparation of a tax return. A novel innovation makes it 
easy for the average taxpayer to find the portions of par- 
ticular reference to his situation. An arrow calls attention 
to the material which must be read, either because it is 
pertinent to all practitioners, or because only by reading 
it can the taxpayer determine whether the succeeding para- 
graphs can be skipped or should be read. 

The usual completed tax returns are furnished, together 
with check lists of deductions. Various types of income are 
fully discussed with an explanation of their proper treat- 
ment for tax purposes. Suitable emphasis is placed upon 
the preparation of Schedule C, in which professional in- 
come must be itemized. 

One of the deficiencies in the book is in the treatment of 
deductible allowances for professional entertainment and 
education. Here the authors have been guilty of gross over- 
simplification. 

In addition to brief explanations of the Internal Revenue 
Code as it applies to income, gains and losses from sales or 
exchanges of property, insurance, deductions and exemp- 
tions, the book explairs the preparation of the Estimated 
Tax Form 1040-ES. A helpful index is included. 

—Mac F. Canal, J.D. 


Year Book of Medicine, 1955-1956 Series. Edited by Paul B. Beeson, 
M.D., Carl Muschenheim, M.D., et al. Pp. 711. Price, $6.00. 
Year Book Publishers, Inc., Chicago, 1955. 


Tue Year Book of Medicine for 1955-1956 presents an ex- 
cellent summary of significant literature in the field of in- 
ternal medicine. Abstracted from journals received between 
May, 1954, and May, 1955, this volume is divided into 
sections on infectious disease, the chest, the blood and 
blood-forming organs, the heart and blood vessels and 
kidney, the digestive system and metabolism. Each section 
is edited by a prominent authority in that field of medicine. 
The articles summarized are concise and meaty, quickly 
read, and always of clinical importance. Brief editorial 
comment frequently follows. The book is well bound and 
printed, and illustrations and charts well reproduced. 
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= The average sleeper changes his position 
from 20 to 60 times a night; moves around 
from 3 to 5 minutes; takes from 5 to 10 
seconds for each change. 


= Who sleeps like a log? Almost no one. 
In fact, sleep paralysis (from pressure 
on nerves) can result from “sleeping 
like a log.” 


= Plasma volume is reduced while the 
patient sleeps; lactic acid levels of 
the blood are lower. 


slIf a person is deprived of sleep for from 
36 to 100 hours, he becomes increasingly 
irritable, may show mental deterioration. 
In most cases, 10 to 15 hours of sleep 

will bring about recovery. 


= In Bali, a masseur-medicine man induces 
sleep by exerting manual pressure on the 
carotid triangle for about two minutes. 


= Lotusate, ® new hypnotic-sedative, helps 
the patient to a good night and a good 
morning. Here is a Caplet, not a capsule, 
with everything new to win cooperation 
from patients who hesitate to take the 
same old “sleeping pills.” Caplets® 

are available in new colors, new shape, 
new form—for new success in winning 
restful sleep. Effective in 15 to 30 
minutes for a desirable 6 to 8 hours. 


Lotusate (brand of talbutal) and Caplets, 
trademarks reg. U.S. Pat. Off. 


(|) LABORATORIES 
(hormerty Winthrop Stearns Inc 


New York 18, N.Y. * Windsor, Ont. 


This year book accomplishes its purpose well—that of 
affording a quick and painless way of keeping up with 
significant medical literature for the busy practitioner who 
may have short and interrupted reading periods. 

—Makrcus Scuaar, M.D. 


Bedside Diagnosis. 3rd ed. By Charles Seward, M.D. Pp. 408, 
Price, $4.00. Williams e Wilkins Co., Baltimore, 1955. 


THIS BOOK is so fascinating that suddenly I became aware 
of the fact that I was studying it and had forgotten to send 
in a review. Quoting from the foreword by the eminent 
Sir Henry Cohen, Professor of Medicine, University of 
Liverpool, “He (Dr. Seward) bases his text on the concept 
of disease as a disturbance of function which may or may not 
be accompanied by structural change. Unless the doctor is 
prepared to view man as a whole, and not isolate him into 
separate compartments, it is certain that his diagnosis will 
be incomplete.” 

As I read the introduction I found that Dr. Seward is 
completely in step with the AAGP. Let me quote, “For in 
no branch of human knowledge and endeavor more than 
in that of medicine is it necessary to remain always a 
student.” 

The author has written his book in such a way as to 
emphasize that which is important, and has used italics to 
indicate that which he considers most meaningful. The 
chapters are listed under the most important symptoms 
and signs. On the contrary, the index is a listing of dis- 
eases and under each reference the one that gives the most 
complete discussion of that disease is in heavy print for 
convenience. Each section begins with a brief but very 
complete review of the anatomy and physiology of the area 
involved with the particular symptom. Then there is a sec- 
tion listed as “The Diagnostic Approach” in which the 
author gives a discussion of history taking to pinpoint the 
symptom. The remainder of the chapter discusses how 
symptoms could be produced either by individual diseases 
or by organs or structures. 

All the way through the book there are many cross ref- 
erences, making it a very useful tool in the hands of both 


_ the student and the practicing physician. 


I have found the book useful both as a text to study and 
also as a reference to be used when faced with a symptom, 
the cause of which is not immediately apparent. I can 
heartily recommend this book to any physician who is 
attempting to make his own diagnoses. 

—D. W. McKintay, 


Prostatectomy. By Theodor Hryntschak, M.D. 
Pp. 187. Price, $8.50. Charles C Thomas, Springfield, 
Til., 1955. 


THIS NEW PUBLICATION, Suprapubic Prostatectomy, is a most 
interesting and well-presented translation of Dr. Hrynt- 
schak’s original method, together with the experiences of 
the translator, Dr. Noble S. R. Maluf. The history of supra- 
pubic prostatectomies, the preoperative and postoperative 
care, and a detailed description of the surgical procedure, 
together with excellent illustrations, are presented. The 
details of the surgical procedure are also compared to 


GP Volume XIII, Number 3 


oa 
Sg 
by. 
{ 
a i 
7 
| 
Su 
| 
j 
: 
3] 


other procedures, and the advantages of both are given 
the reader. 

There is also an excellent chapter on cardiovascular con- 
siderations of the operative patient with an obstructing 
prostate. 

It is doubtful whether this book would be of particular 
interest, however, to the general practitioner unless he is 
doing general surgery, and particularly prostatic surgery. 
The book is of great interest to the urologist and to the 
general surgeon doing prostatic surgery. It offers many ex- 
cellent suggestions for the care and for the detailed surgical 
procedure for the prostatic patient. 

This book is highly recommended to those who are 
doing prostatic surgery. —T. E. McMutan, M.p. 


Fluoroscopy in Diagnostic Roentgenology. By Otto Deutschberger, 
M.D. Pp. 771. Price, $22.00. W. B. Saunders Co., Philadel- 
phia, 1955. 


A TREMENDOUS x-ray literature has accumulated based on 
the utilization of x-ray films (radiography). However, there 
is a paucity of information dealing solely with fluoroscopy. 
In this volume the author has compiled all the essential 
knowledge of the fluoroscopic method. The usefulness as 
well as the limitations of this branch of roentgenology are 
critically appraised. 

Because it is necessary to be familiar with certain tech- 
nical factors if fluoroscopy is to be performed successfully, 
part one of this volume is concerned with this aspect. 
The essential fluoroscopic units are discussed as well as 
such specialized equipment as biplane and stereoscopic 
fluoroscopes and the fascinating electronically amplified 
fluoroscopic image which permits “daylight” fluoroscopy. 
Chapters on the physical and clinical evaluations of the 
fluoroscopic image, hazards of fluoroscopy and localization 
of foreign bodies are also included in this first section. 

Part two is concerned with clinical considerations and 
deals with fluoroscopy of specific organs and anatomic 
tracts. In this section there is not only detailed description 
of the fluoroscopic technique of examination, but the ad- 
vantages and disadvantages of clinical fluoroscopy as a 
diagnostic method are discussed, as well. 

The numerous photographs are fine unretouched posi- 
tive prints which show the dense areas dark and the trans- 
parencies bright. This has been deliberately done in order 
to show the images as they appear on the fluorescent 
screen. 

The general practitioner will find this book of great value 
for it deals with the subject on a broad level, emphasizing 
fundamental aspects. It will also help him acquire pro- 
ficiency in fluoroscopic technique. Among the specialists, 
internists, cardiologists and gastroenterologists especially 
will derive tremendous benefit from this excellent volume. 

Katz, M.D. 


Textbook of Endocrinology. 2nd ed. By Robert H. Williams, M.D., 
et al. Pp. 776. Price, $13.00. W. B. Saunders Co., Philadel- 
phia, 1955. 


TO PRACTICE good medicine one must have at hand certain 
reference monographs; certainly one on endocrinology is 
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Change to 


brand of talbutal 


new hypnotic-sedative 
NEW colors 
size 
NEW shape 


purple Caplet 


Hypnotic: 
1 Caplet 15 to 30 
minutes before retiring 


120 mg. (2 grains) 


pink Caplet 


Sedative: 
1 Caplet 2 or 3 
times a day 


50 mg. (% grain) 


yellow Capiet 


Sedative: 
1 Caplet 2 or 3 
times a day 


30 mg. (% grain) 


Bottles of 100 Caplets.® 
Effective: in 15 to 20 minutes 
Duration ; 6 to 8 hours 


Awakening : as fresh and regenerated 
as by natural sleep 


Lotusate (brand of talbuta!) and Caplets, 
trademarks reg. U.S . Pat. Off. 
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needed. This second edition of Dr. Williams’ outstanding 
book is just such a one. It is thorough, all inclusive, with 
abundant, well-placed references, and a very satisfactory 
index. Ten acknowledged authorities in endocrinology 
have collaborated in writing eight of the 13 chapters— 
about one-half of the book. It has been thoroughly re- 
written and brought up to date, five years having elapsed 
since the first edition. 

It is well illustrated with photographs, charts and graphs. 
With easily readable print, and excellent organization of 
text, one finds himself reading on and on this concise and 
authoritative book. One does not find hypothetical or un- 
proven statements unless so stated. The information is 
directly usable by the general practitioner. 

There is perhaps no more usable textbook on endocrin- 
ology in print today. The general practitioner needs this 
on his shelf of medical books. 

—Epwarp H. HasHINGER, M.D. 


The Shoulder and Its Environs. By James F. Bateman, M.D. Pp. 
565. Price, $16.25. C. V. Mosby Co., St. Louis, 1955. 


Tue TITLE of this book describes its scope. It deals with 
every aspect of shoulder development and pathology. 

The author, an outstanding Canadian orthopedic sur- 
geon, has covered the material extremely well. Illustrations, 
drawings and excellent printing make this book readily 
readable. 

It is an excellent reference work for the general prac- 
titioner, particularly if he is isolated from medical centers. 
Primarily, it is of value to orthopedic surgeons, residents 
in orthopedic surgery, and as a student reference work in 
medical school libraries. —Haroip V. Zuser, M.D. 


Transactions of the American Goiter Association. 1954 Annual 
Session. Pp. 483. Price, $14.00. Charles C Thomas, Spring- 
field, Ill., 1955. 

Tuts 483-PAGE VOLUME publishes the papers read at the 

annual meeting of the American Goiter Association in 

the spring of 1954, Most of the important contributions 
in the field of thyroid diseases during the previous 
year are presented, and over half of the papers have 
appeared in the Journal of Clinical Endocrinology and 

Metabolism. 

The full scope of thyroid study is covered in this book. 
Many of the articles concern the physiology of thyroid 
tissue slices and of the intact gland and the nature of thy- 
roid products. Iodine metabolism utilizing radioisotope 
techniques is given generous attention, and thyroid tumors 
are well discussed. Several articles discuss goitrogens, and 
newer aspects of drug therapy for hyperthyroidism are 
presented. 

The book is well bound and printed, and illustrations 
are well reproduced. 

Many of these articles are complex studies of primary 
interest to the student of thyroid physiology. However, 
a generous discussion of papers by internists is included, 
and this presents a clinical interpretation of data which 
makes the volume more interesting to general practitioners. 

—Marcus Scuaaf, M.D. 
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Basic Surgical Skills. By Robert Tauber, M.D. Pp. 75. Price, $3.75. 
W. B. Saunders Co., Philadelphia, 1955. 


Tuts Manuat of basic surgical skills rightly starts with first 
things first. It is an excellent treatise on surgical knots and 
sutures. Extensive direction and illustration make these 
70 pages extremely meaningful. 

A special training board is described to facilitate the 
student, intern, resident and practicing physician in per- 
fecting skills in these fundamental procedures. If faithfully 
followed, this manual will increase speed and make surgical 
techniques more definitive. 

This is a rare publication bringing to focus the basic 
needs of surgical procedures. 

Surgical residents and physicians who do surgery will 
be delighted with the manual. Clarity, simplicity and de- 
scriptions are unexcelled. This is a valuable book for gen- 
eral practitioners. —M. B. CasEBOLT, M.D. 


Hypothermic Anesthesia. By Robert W. Virtue, M.D. Pp. 62. Price, 
$2.50. Charles C Thomas, Spring field, Ill., 1955. 


Tuis BOOK of 62 pages is interesting from the standpoint 
of physiology encountered in hypothermic anesthesia. The 
author reviews the problems and complications that arise 
when the general body temperature is lowered. He reviews 
some of the steps that have been taken in an attempt to 
make the procedure less dangerous. While the volume may 
be of interest to one who wishes to review the background 
of hypothermic anesthesia, I do not believe it has any 
practical value for the physician in general practice. 
The problems encountered in hypothermic anesthesia 
are problems that must be worked out in well-equipped 
hospitals with a large staff, and not by the practicing 
physician. —Matcom E. PuHELps, M.D. 


New Concepts in Surgery of the Vascular System. By Emile Holman, 
M.D. Pp. 108. Price, $3.50. Charles C Thomas, Springfield, 
Tll., 1955. 


Tuts 1s ONE of the good pocket-size books of the Thomas 
“American Lecture Series.” The book contains two lec- 
tures: “The Immediate and Late Treatment of Arterial 
Injuries” and ‘‘The Pathologic Physiology of Poststenotic 
Dilatation. Its Significance in the Development of Arterial 
Aneurysms.” 

The first lecture describes the techniques that were de- 
veloped during the Korean War. Essentially, those tech- 
niques entail prompt reconstruction of injured arteries by 
repair or by arterial grafting. 

The second lecture begins as a consideration of the 
clinical and experimental facts that have a bearing on the 
pathogenesis of arterial aneurysms. However, the author 
extends his discussion to include a presentation of his 
thoughts about the biologic importance of structural fa- 
tigue. 

Both essays are well illustrated with photographs and 
line drawings. The typography and binding are charac- 
teristic of the fine work that marks all issues of “American 
Lecture Series.” —Hucu H. Hussey, m.p. 
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Diagnosis by Wood’s Light, 
Authoritative 16-Page Brochure 


Just Off The Presses 
YoursFree 


HANOVIA 
Valuable, hi informa- 
scribes the filtered ultravi- ae 
olet diagnostic technique 
achievement of medical 
science. 

Fully described in indi- 
vidual chapters are: Fluor- 
escence, important aid in 
diagnosis; medical diag- 
nosis by fluorescence; der- 
matological diagnosis; 
ringworm diagnosis; deter- 
mination of female hor- 
mone deviation; tracing 
flow of blood, porphyria di- 
agnosis; and some forms of cancer diagnosis. 

Brochure describes how this diagnostic aid fre- 
quently discloses conditions before they have developed 
to the point which permits normal discovery, helping 
in more rapid diagnosis. 

Write for your copy of this valuable brochure of 
major interest to the medical profession. Yours without 
obligation. 


Hanovia Flurolam 


_ 


Designed to provide max- 
imum utilization of filtered 
ultraviolet at long wave- 
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thickness filter absorbs 
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sealed beam type envelope. 


The base housing equip- 
ped with switch offers fin- 
ger tip control. The lamp 
housing with pistol grip 
handle can be removed 
from pedestal for wider 
range of application. 
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Differential Diagnosis of Leukoplakia, Leukokeratosis and Cancer in 
the Mouth. By Ashton L. Welsh, M.D. Pp. 62. Price, $2.50. 
Charles C Thomas, Springfield, Ill., 1955. 


IN THIS SHORT WORK of 50-odd pages are packed words 
most descriptive of mouth lesions of leukoplakic origin. 
Their reading would require no more than the time con- 
sumed by a short airplane journey or that involved in a 
few presleep hours. 

Minute, yet picturesque descriptions of the origin of 
leukoplakic areas, their development into hyperkeratotic 
lesions and eventual transformance into actual cancerous 
areas are as fascinating as they are vivid. One would hardly 
overlook the most benign appearing oral lesion after pe- 
rusing this volume. 

The absorption of the contents of this monograph would 
involve hours and hours of study. However, banishment of 
its pages to a remote niche in one’s library would be a 
worthy fate if only the author’s admonition concerning 
the potential seriousness of mouth lesions would be heeded 
and remembered. —Watrer W. SackeETT, JR., M.D. 


Introduction to Virology. By Gilbert Dalldorf, M.D. Pp. 102. 
Price, $3.50. Charles C Thomas, Springfield, Ill., 1955. 


Hospirat pathologists and clinical researchers, whom Dr. 
Dalldorf really had in mind while writing this book, would 
find encouraging, specific incentives, and opportunities for 
research. 

The book has no significant value for a general prac- 
titioner. —W. E. Lotrernos, m.p. 


Also Received 


Although GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


Administrative Medicine. Edited by George S. Stevenson, M.D. 
Pp. 172. Price, $3.00. The Josiah Macy, Jr., Foundation, New 
York, 1955. 

Chlorpromazine and Mental Health. Proceedings of a symposium. 
Pp. 198. Lea & Febiger Philadelphia, 1955. 

The Dispensatory of the United States of America. 25th ed. By 
Arthur Osol, Ph.D., George E. Farrar, Jr., M.D., et al. Pp. 
2,139. Price, $25.00. J. B. Lippincott Co., Philadelphia, 1955. 

Junior Intern. By Alan E. Nourse. Pp. 210. Price, $2.50. Harper 
& Bros., New York City, 1955. 

The Medical Clinics of North America. Boston Number. Pp. 324. 
W. B. Saunders Co., Philadelphia, 1955. 

The Medical Clinics of North Amezica. Philadelphia Number. Pp. 
300. W. B. Saunders Co., Philadelphia, 1955. 

Nursing Practice and the Law. 2nd ed. By Milton J. Lesnik and 
Bernice E. Anderson, Ed.D. Pp. 400. Price, $6.00. J. B. Lip- 
pincott Co., Philadelphia, 1955. 

The Practical Nurse and Her Patient. By Fern A. Goulding and 
Hilda M. Torrop. Pp. 326. Price, $4.25. J. B. Lippincott Co., 
Philadelphia, 1955. 

Shock and Circulatory Homeostasis. Edited by Harold D. Green, 
M.D. Pp. 230. Price, $3.50. The Josiah Macy, Jr., Foundation, 
New York, 1954. 
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good for all “sounds” of cough 


The comprehensive formulation of CoRICIDIN Syrup 
effectively eases cough and helps the patient to feel better, 
rest easier, recover more quickly. 


In any stage of a cold CoRICIDIN Syrup not only controls 
cough, but by anti-allergic action it relieves congestive 
symptoms, and its classical analgesic formulation 
comforts the patient. Because of its pleasing taste, this 
versatile cough syrup is suitable for young and old alike. 


syrup 


* a name synonymous with cold control 
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Each teaspoonful (5 cc.) of CORICIDIN Syrup? contains: 


Dihydrocodeinone bitartrate . . . . 1.67 mg. 
Chlorprophenpyridamine maleate . . . . 2 mg. 


If additional ingredients are desirable for special conditions, CORICIDIN 
Syrup is compatible with therapeutic amounts of other medicaments, 
such as codeine salts, bellad tincture and ephedrine sulfate. 


dosage 


Adults —One teaspoonful every three or four hours, not exceeding 
four doses daily. 


Children 6-12 years — One-half adult dosage. 
Younger children — Adjust dosage according to age. 


packaging 
Coricip1n® Syrup, 4-ounce, pint and gailon bottles. 


TExempt narcotic. —cn-s-64-156 
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As pirEctor of Student Health Service at the Univer- 
sity of Arkansas, editor of the Journal of the Arkansas 
Medical Society, an active general practitioner and a 
member of the Board of Directors of the American 
Academy of General Practice, Dr. Fount Richardson, 
Fayetteville, Ark., takes a tremendous work load in 
stride. 

Dr. Richardson has always found a place to work in 
organized medicine whether it be on a local or national 
level. His professional zeal culminated in two key hon- 
ors in 1955—that of being elected to the AAGP Board 
of Directors at the Los Angeles Assembly and being 
named president-elect of the Arkansas Medical Society. 

He is a charter member of the Arkansas chapter and 
has represented his state for five years in the Acad- 
emy’s Congress of Delegates. Besides his present 
directorship, he is a member of the Commission on 
Legislation and Public Policy and formerly served four 
years on the Commission on Education. 

Dr. Richardson’s extracurricular work in medicine 
began in 1931 as secretary of his county medical so- 
ciety. Since that time he has become councilor to the 
Arkansas Medical Society (1946) and served as such 
until 1955 when he was named president-elect of the 
state group. In 1954 he also was selected as editor of 
the Journal of the Arkansas Medical Society. 

Down through the years, Director Richardson has 
been active in the General Practice Section of the 
Southern Medical Association. He was appointed 
councilor to that organization from Arkansas in 1954. 


Dr. Richardson was born September 21, 1900 in 
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AN ACADEMY OFFICER'S PROFILE... 


Director Richardson, a Southern Democrat 


Fount Richardson, M.D. 


Ben Franklin, Texas to John Allen and Ellen Earle 
Richardson. The son of a physician, he was christened 
Fontaine Richard Richardson, but the years have 
found him carrying the “given name” of Fount. 

The University of Arkansas is Dr. Richardson's 
alma mater, having received his bachelor of arts degree 
there in 1922 and his M.D. in 1929. Following his 
graduation he interned and took a residency at Santa 
Rosa Hospital, San Antonio. He began private prac- 
tice in 1931, taking time out in 1937 for graduate study 
at the University of Vienna, and five years during 
World War II in the service of his country. During 
the war he spent 2% years in India commanding the 
97th Station Hospital at Agra. He attained the rank 
of Lt. Colonel in the Medical Corps, U.S. Army. 

Dr. Richardson became director of Student Health 
Service at his alma mater in 1937. Since the university 
is in his hometown, Fayetteville, he has held that posi- 
tion down through the years in addition to taking care 
of a busy private practice. 

In 1934 Dr. Richardson married the former Miss 
Elizabeth Haney Porter who was born in Santiago, 
Cuba. They have one child, Robert F., age 6. 

Aside from Dr. Richardson’s many medical inter- 
ests, he takes great pride in being a Southerner and a 
Democrat. 

He is an officer in the Washington County Histori- 
cal Society and an active member of the Lions Club, 
the Presbyterian Church and the Democratic Party. 
He has been camp surgeon for the Albert Pike Chapter 
of Sons of Confederate Veterans since its founding. 
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News 


Eighth Scientific Assembly Will Set New Standards for Medical Meetings 


Innovations Keyed with Tested and True 
Events Will Make History March 19-22 


THE DRAWING POWER of the nation’s capital will be 
taxed to outdo the elaborate program of the Academy’s 
Eighth Annual Scientific Assembly convening this 
month in Washington, D. C. 

The combination of 26 leading scientific authorities 
from all over the country, the 75 scientific exhibits 
carefully selected to be integrated with the lectures and 
live clinics, some 250 technical exhibits giving the 
latest look at the wonders of the pharmaceutical world 
and allied industries, plus an outstanding selection of 
entertainment to please every wife and a special tour 
for the children presents a schedule which will make 
March 19-22 outstanding days in Assembly history. 

Every consideration has been made to facilitate the 


Eighth Annual Scientific Assembly Will Be Held Here— This is the 
District of Columbia National Guard Armory, better known as 
the Armory, where the scientific program will be presented and 
where scientific and technical exhibits will be shown. 
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operation of the Assembly. The latest being the pro- 
vision for advance registration. When crowds gather 
at the Armory on opening day, much of the standing 
in line will be eliminated. 

Academy members who have made hotel reserva- 
tions in advance will receive a typed badge in the mail 
prior to the meeting. This badge will fit into a billfold 
along with the membership card. 

A registration card for each member receiving the 
badge will be prepared at the headquarters office. In 
Washington, a special advance registration desk will 
be set up at the Armory. Members should bring their 
badges with them and then need only to pick up a 
badge holder and the official program. 
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Officers, delegates, alternate delegates, members of 
the local arrangements committee and guest speakers 
will be registered in advance at the hotel as they have 
in the past. Members will also be able to register at the 
hotel after the delegates and alternates. Members 
registered in advance of the meeting who have their 
typed badge with them need only to pick up the 
badge holder and official program. 

All members in the District of Columbia and the 
immediate adjoining area will also be registered early. 

On Monday afternoon following the call to order 
by President John R. Fowler, invocation will be given 
by the Right Reverend Angus Dun, D.D.S.T.D., 
Bishop of the Episcopal Diocese of the District of 
Columbia. 

The opening welcome address will be given by Mr. 
Marion B. Folsom, Secretary of the Department of 
Health, Education and Welfare. The following will 
then be introduced: Mr. Herold C. Hunt, HEW 
undersecretary; Dr. Lowell Coggeshall, HEW special 
assistant for health and medical affairs; Dr. Samuel 
Diener, president of the District of Columbia chapter 
of the Academy; Mr. Samuel Spencer, commissioner 
of the District of Columbia and Dr. William Ross 
Morris, president of the District of Columbia Medical 
Society. President Eisenhower has been invited, but 
it is unknown whether he will be able to accept. 

A special effort is being made to make this Assembly 
a family affair. The Children’s Tour, the first the 
Academy has sponsored, promises to be a memorable 
one. It will truly be an education within itself—war- 
ranting a few days away from usual school studies. A 
group of six chaperones, all with splendid recommen- 


dations, have been obtained to accompany the children. 

The trip will begin at 12 noon on Wednesday, 
March 21, from the Statler Hotel. First stop is at the 
National Zoological Park. Included in the tour ticket 
price of $2.50 is a wholesome lunch carefully selected 
for the little tourists. After lunch at the park and seeing 
the wonders of the famed Washington Zoo, the tour will 
continue to the FBI (a thrill for any little boy), on to 
Smithsonian Institution (an education within itself), 
and then to the venerable Washington Monument. The 
children will be deposited back at the Statler by 4:30 
P.M., giving mothers time to attend the ladies’ fashion 
luncheon and still pick up their youngsters. 

The ladies, young and older, are promised an equal- 
ly enjoyable time. Their activities under the direction 
of Mrs. I. Phillips Frohman, chairman of Ladies’ Enter- 
tainment Committee, get under way with a coffee at 
10 a.M. Tuesday in Hotel Statler. Completing the morn- 
ing will be a hat showing by one of Washington’s out- 
standing millinery salons, Merian Designs. Special fa- 
vors for each guest and a door prize which will be the 
winner’s choice of any hat in the Merian collection will 
be key attractions. Tickets for the Coffee and Hat 
Show will be $1.50. 

There will also be a tour for the ladies, beginning at 
12:30 p.m. Tickets will be $2.50. The tour will be com- 
prised of a general sight-seeing trip of the city and 
Arlington National Cemetery and brief visits to Marine 
Memorial, Tomb of the Unknown Soldier for the chang- 
ing of the guardand the Lincolnand Jefferson Memorials. 

Wednesday will feature the Parade of Fashions, 
theme of the luncheon-fashion show in the Mayflower 
Hotel Ballroom. Tickets are $4.50. Clothes in all sizes 


Everyone Except J. Edgar Hoover—This pictorial trio gives a pre- 
view of what’s awaiting participants on the Children’s Tour. On 
the left is a liama and her baby shown in famed Washington Zoo, 
the first stop for the tour. J. Edgar Hoover and his respected 
FBI are not shown here, but that’s to be the second stop. Com- 
pleting the tour will be a visit to the beautiful Washington Monu- 
ment (center) and to Smithsonian Institution (on the right) which 
is 100 years old and often called “‘Uncle Sam’s Attic.” 
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and in all price ranges, will be shown by Julius Gar- 
finckel and Company, known for its distinction in 
women’s fashions. 

Mrs. Frohman will be ably assisted by the following 
ladies, each of whom will be in charge of a specific part 
of the activities. They are: Mmes. Samuel Diener, vice 
chairman; W. R. Stovall, Coffee Hour and Ladies’ 
Tour; Merrill Cross, Luncheon-Fashion-Show; Sher- 
man A. Thomas, registration ; Robert Perkins, hospital- 
ity and information; Robert R. Hottel, tickets and res- 
ervations; Glen Pincock, Children’s Tour; and Frank 
S. Pellegrini, publicity. 

Wednesday night has been reserved for the inaugura- 
tion ceremonies and the President’s Reception, the lat- 
ter the annual social highlight. At 8 P.M. installation 
ceremonies will be held for Dr. J. S. DeTar, Milan, 
Mich., who will succeed Dr. John R. Fowler, Barre, 
Mass., as president of the Academy. The inauguration 
will be held in the Federal Room of the Statler. 

At 9 p.m. the Statler’s Presidential Ballroom will be 
the setting for the President’s Reception honoring Dr. 
Fowler. Besides the honoree and Mrs. Fowler, other of- 
ficers and their wives will be in the receiving line to 
greet the guests. All members of the Academy and 
their wives are invited. 

The Academy has arranged for a Jack Morton or- 
chestra to play for the dancing. Buffet tables in the ball- 
room and the Congressional Room will offer a variety 
of delicious hors d’oeuvres. Mixed drinks and cocktails 
may be purchased in either room. 

Business matters concerning the Academy will be 
covered in the Congress of Delegates that will first con- 
vene at 2 P.M. on March 17 in Hotel Statler’s ballroom. 
Dr. James D. Murphy, speaker of the Congress, will 
preside. A large order of business as well as election of 
officers is expected to keep them in session until the 
opening of the scientific program at 1 p.m. Monday, 
March 19, in the Armory. Its sessions will officially 
close with the annual Delegates’ Dinner and Reception 
at 6:30 p.m. Tuesday in the Statler. 

On Monday night, the annual State Officers’ Confer- 
ence will be held under the chairmanship of Dr. Donald 
Kast. Roundtable workshops will provide the nucleus 
of the program. Chairmen and members of the commis- 
sions on hospitals, education, membership and creden- 
tials, and legislation and public policy have been asked 
to conduct simultaneous discussions with chapter of- 
ficers on subjects related to any of these fields. 

A discussion on the business and editorial aspects of 
chapter publications will be incorporated into the pro- 
gram, providing a fifth workshop. 

One of the key interests will be the presentation of 
membership awards to the three states having achieved 
the best membership records in 1955. Plaques will be 
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presented to the winning chapter and to those in second 
and third place by Dr. William Sproul, chairman of the 
Commission on Membership and Credentials. 

As it was last year, a composite award will be given 
to the ranking chapter, based on its standing in num- 
ber of new members enrolled, percentage of increase and 
percentage of potential members enrolled. 

In years past, the prac- 
tice of integrating the scien- 
tific exhibits with program 
topics has proved so popu- 
lar that no AAGP Assem- 
bly would be complete 
without them. This year 
there is a strong tempta- 
tion to use the phrase, 
“biggest and best,” in con- 
nection with the Scientific 
Exhibit Section of the 
Washington Assembly. 

There will be 75 exhibits 
—at least ten more than at 
any previous Assembly. 
The committee was un- 
able to select a fewer num- 
ber because every one of the 75 is so worthwhile. Dr. 
John Bender, chairman of the Subcommittee on 
Scientific Exhibits, points out that these 75 represent 
the final screening of more than 350 exhibits which the 
committee studied and evaluated during the past ten 
months. They are all so uniformly good that it would 
be impossible to pick out five or six—or even 15 or 20 
—to describe in detail here. They do cover a wide 
range of subject areas: internal medicine, surgery, 
cardiovascular diseases, obstetrics, gynecology, pedi- 
atrics, urology, psychiatric disorders, rehabilitation, 
orthopedics and ocular diseases. 

The long months of work in preparing for this 
meeting in the nation’s capital are well known to Dr. 
E. I. Baumgartner, and his Committee on Scientific 
Assembly as well as the Local Arrangements’ Commit- 
tee, under the chairmanship of Dr. I. Phillips Frohman. 

Post-Assembly plans include the 1956 Invitational 
Scientific Congress on March 24 in Miami Beach, Fla. 
The scientific meeting and banquet is under the spon- 
sorship of the Dade County and Florida chapters with 
Dr. Walter W. Sackett, Jr. as general chairman. There 
will be a $10 registration fee for doctors, and members 
will receive Category I credit for attendance. 

Besides sight-seeing around Miami, Lee Kirkland 
Travel Agency, Kansas City, Mo., is offering a selection 
of three excursions through the Caribbean area follow- 
ing the scientific meeting. There will also be a Euro- 
pean tour, leaving Washington following the Assembly. 


Secretary of the Department 
of Health, Education and 
Welfare, Marion B. Folsom, 
will give the opening wel- 
coming address. 
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A Personal Invitation Dear Friends: 
I extend a cordial personal invitation to you 
to attend the Eighth Annual Scientific As- 
To Every Member sembly of the American Academy of General 
Practice in Washington, D.C., March 19 to 
From President John R. Fowler 22, 1956. This is an invitation to you to live 
for a few days in an atmosphere that breathes 
, the vitality and philosophy of the AAGP. 
To Attend The Eighth A stimulating scientific program has been 


planned—talks, panel discussions and a live 
Annual Scientific Assembly clinic—all to be conducted by foremost na- 
tional authorities. Supplementing the lecture 
, program will be an outstanding array of scien- 
In Washington tific and technical exhibits. Planned entertain- 
ment for the ladies and a special tour for the 
children will make their Washington visit a 
memorable occasion. The social highlight of 
the Assembly will be the reception and dance 
on Wednesday night. 

Valuable as these features will be, there is 
an intangible but important reason for attend- 
ing the Assembly. I invite you to share the in- 
spiration that comes from taking an active 
part in the great organization to which you 
belong. This is your opportunity to share the 
friendliness and enthusiasm that pervade a 
scientific Assembly. It is your chance to learn 
more about your unique fraternity. Those who 
come early will have an opportunity to see the 
Congress of Delegates in session. 

After several days of professional stimula- 
tion and rewarding personal associations, you 
will return refreshed to your general practice. 
I want you to come. 

Sincerely, 
Joun R. Fow ter, M.v., President 
American Academy of General Practice 
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Trends and Events in the Nation’s Capital 


Eye on Military Families’ Medical Care 


FoR THE FIRST TIME in its history, Congress is taking 
inventory of military families’ medical care—a custom 
that is more than a century old. 

Voluntary health insurance coverage, further exten- 
sion of the doctor-draft law, establishment of a U.S. 
Medical Academy in the West Point manner, increased 
utilization of civilian doctors for care of servicemen’s 
dependents, postgraduate training by the military med- 
ical services—these are some of the facets of the highly 
complex problem which Congress is now tackling after 
years of postponements. 

Occupying the foreground is a bill, indorsed by De- 
partment of Defense, which authorizes the innovation 
of prepaid medical care and hospitalization insurance. 
If servicemen and their families were to elect this type 
of coverage in large enough numbers, in preference to 
conventional care by military medical personnel, the 
ramifications would be many. 

Intern and residency training in Army, Navy and 
Air Force hospitals would be cut back drastically. 
Military requirements for physicians would be reduced. 
There would be less need for civilian consultants and 
part-time doctors. Termination of the doctor-draft law 
would be a virtual certainty. 

Late in January the House Armed Services Com- 
mittee opened public hearings on the dependency 
medical care bill. The subject will be further explored 
by the Senate Armed Services Committee. The outlook 
is for adoption of the contributory insurance option, 
with Blue Shield, Blue Cross and the insurance com- 
panies participating in the program. 


Support for National Library of Medicine 


The largest and best medical library in the free 
world, for years under control of the U.S. armed 
forces, may be shifted to civilian auspices. 

Impetus has been given the movement to reorganize 
and improve the Armed Forces Medical Library by 
refusal of Department of Defense to budget any funds 
for construction of a new building to house its im- 
mense collections. Senators John Kennedy of Massa- 
chusetts and Lister Hill of Alabama, both Democrats, 
are leading the attempt to demilitarize the library. One 
of their main arguments is that it is used far more by 
civilian medicine—private doctors, medical schools, 
county coroners and medical examiners, other medical 
libraries, etc.—than it is by the armed services. 

Last year $350,000 was appropriated to draw up 
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preliminary plans for a new building. Its present 
home, a half mile from the Capitol, is an obsolete 
structure of 19th century vintage which has been 
officially described as a firetrap and vermin refuge. 
This year Department of Defense, by declining to ap- 
prove funds for construction, has in effect given a 
green light to a National Library of Medicine. 

For the past several months, Senator Hill’s staff has 
been soliciting comments from state and national med- 
ical societies and regional leaders in medicine. The 
next step is expected to be a public hearing to explore 
the feasibility of establishing a National Library of 
Medicine as an independent agency of the federal 
government or, perhaps, as an administrative unit of 


U.S. Public Health Service. 


Economics Involved in Low-Income Health 


Washington should take a hand in increasing the 
national supply of physicians and bringing standard 
medical care within the economic reach of low-income 
families, according to a joint Congressional committee. 

Exactly how these objectives should be attained was 
not stated by a special subcommittee of the Joint Com- 
mittee on the Economic Report, whose study findings 
and recommendations were published recently. The 
report simply presents what the group considers to be 
desirable goals, without explaining how—or if—they 
can be reached in a practical manner. 

It is true that the subcommittee, which was headed 
by Senator John Sparkman (Democrat, Alabama), sug- 
gested such measures as federal subsidies for medical 
education and voluntary prepayment medical care 
plans. But the report refrains altogether from discuss- 
ing the dangers and limitations inherent in extension 
of the federal role into these fields. 

The Sparkman subcommittee felt that prepaid health 
insurance is the best vehicle for bringing good medical 
care to greater numbers of low-earning wage earners. 

**This may necessitate contributing part or all of the 
cost of approved insurance programs for low-income 
families,” the report states. “The Congress may wish 
to consider whether it may be necessary, in order that 
voluntary health plans reach all of the population, to 
provide federal financial aid to those in the low-income 
groups who are unable to purchase such protection; 
additional funds along, however, would be useless to 
millions of our people in rural areas where there is a 
lack of doctors, nurses and hospital beds.” 

Serving on the study committee with Senator Spark- 
man were Senator Ralph E. Flanders (Republican, Ver- 
mont) and Representative Augustine B. Kelley (Dem- 
ocrat, Pennsylvania).—from GP’s Special Washington 
Correspondent 
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the busiest patient 
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This is your prescription in action. With Metandren Linguets your 
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or sublingually, androgen begins to enter the blood stream in seconds, 
and is continuously released as the Linguet dissolves. Your patients 

do appreciate this pleasant, convenient form of hormone administration. 
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1956 Edition of Abstracts from Washington 
Promises To Be Another Record Breaker 


First orpers for the 1956 edition of Abstracts will be 
taken during the Eighth Annual Scientific Assembly 
this month in Washington, D. C. 

The price will again be $5 and the edition will be a 
permanent case-bound book of dark tan leather as it 
was last year. The format will be the same—featuring a 
condensed practical and easy way to review each lec- 
ture and panel discussion. There will be profuse illus- 
trations of the scientific exhibits which will supplement 
the lectures. 

Abstracts had its most successful year in 1955 not 
only from the standpoint of orders but from format 
and material as well. Its success insured the publica- 
tion of a 1956 edition. No other national meeting has 
presented its material in this manner, and in no other 
way can so much valuable material be compiled for 
future reference in every physician’s library. 

For every physician who will be attending the As- 
sembly, this certainly is the most complete and accessi- 
ble set of notes he could wish for take-home use. And, 
for physicians who are unable to get to Washington, 
this is the next best way of sharing the valuable in- 
formation to come out of the scientific sessions. 

This year physicians are offered two ways of order- 
ing Abstracts at the Assembly. The order blank will be 
in the back of each registrant’s program booklet. There 
will be a special Abstracts booth in the Armory. The 
order form may be filled out and left at the booth with 
instructions to be billed upon its delivery, or the or- 
derer may pay his $5 at the booth and Abstracts will 
then be mailed to him prepaid. 


Specialist-hopping, Dangerous Practice 
DeTar Tells Public in Parade Magazine 


“Wuat KIND or Docror Do You Negp?,” Dr. J. S. 
DeTar, president-elect of the Academy, asked John and 
Mary Public in the February 5 issue of Parade maga- 
zine, 

In his article, distributed to 5,975,516 readers, Dr. 
DeTar warns of pitfalls that may befall the individual 
who has no family doctor and who must diagnose his 
own condition before selecting a specialist to treat the 
illness. 

This can be a costly venture and leads to the dan- 
gerous and expensive practice of ‘‘specialist-hopping,” 
the Milan, Mich., physician says. Aside from being ex- 
pensive, specialist-hopping offers the longest road to 
good health. It also reveals a dangerous self-delusion 
that the individual is qualified to diagnose his own ill- 


ness, 
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Dr. DeTar uses the case 
of an Edna Smith as an il- 
lustration. For 18 months 
Edna Smith suffered head- 
aches—the kind not re- 
lieved with aspirin. She 
asked herself: spe- 
cialist shall I call?” That 
proved a costly question 
for in quick succession she 
visited an “ear, nose and 
throat man,” a brain sur- 
geon and an allergist. Her 
headaches persisted. 

Then upon the advice of 
a friend, Edna went to a 
family doctor. Later the doctor visited her at home and 
discovered the cause of the headache. Whenever the 
brother who was overseas failed to write regularly, the 
patient came down with a miserable headache. Under 
the doctor’s guidance she came to understand her ail- 
ment, and gradually it disappeared. 

The Edna Smith story does not deprecate specialists 
involved or specialists in general, Dr. DeTar explains. 
Each of the specialists sought to diagnose the woman’s 
ailment within the field he knew best—his own specialty. 

Dr. DeTar adds that it’s no wonder the Edna Smiths 
get snarled in specialist-hopping. He reports that 
30,000,000 or more Americans do not even have family 
doctors. To make the situation even more confusing 
there are more than 20 single specialties with a number 
of subspecialties. Each of the 30,000,000 Americans 
must decide—does he need an internist, an otolaryn- 
gologist, an ophthalmologist, neurologist, pediatrician, 
pediatric hematologist—and so the list goes. 

In an effort to help befuddled individuals, Dr. DeTar 
suggests: 

"You, the individual, are not equipped to decide 
whether you need the services of a specialist; that is a 
decision which can best be made by your family doctor. 
It is to him—and not to a specialist—that you should 
go first, no matter what your illness. 

“Following that course, you will save time, money, 
worry. You will spare yourself the torture of uncer- 
tainty.” 

He further explains that the family doctor or gener- 
alist practices medicine in every field of diagnosis and 
treatment to the degree determined by his training, 
competence and experience. He does not limit his prac- 
tice to a single specialty but he does call in specialists 
in cases requiring skills exceeding his own. General 
practitioners comprise about two-thirds of the nation’s 
160,000 doctors. 

The family doctor has been called the first line of de- 


President-elect J. S. DeTar 
Pointers to Public 
in PARADE magazine 
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fense against disease. Actually he is the quarterback. He 
should call the signals in all illnesses. Only after that is 
the play given to the appropriate specialist. 

Dr. DeTar says there are several ways to find a good 
family doctor. The local county or state medical soci- 
eties, local hospital and municipal health departments 
all may be called upon for advice. 

“Eight years ago, the general physicians of the coun- 
try decided that good family doctors had to continue 
their studies—indefinitely. So they formed the Ameri- 
can Academy of General Practice. In one brief period, 
the Academy offices in Kansas City, Mo., received 
70,000 letters requesting help in selecting qualified 
family doctors,” Dr. DeTar said. 

Dr. DeTar has been in general practice 25 years in 
Milan which has a population of 3,000. He was named 
Michigan’s Foremost Family Physician in 1948. 


Government's Request for More Medical 
Funds Draws Criticism and Praise 


Boru criticism and praise have been forthcoming fol- 
lowing the Administration’s proposal to ask Congress 
to increase its medical funds by $25,000,000 this year. 

Dr. Abraham Flexner, 89-year-old physician, whose 
survey of medical schools in 1910 helped put the 
schools on a sound basis, warned against federal con- 
trol. He said the habit of going to Washington every 


time help is needed would seriously undermine local 
initiative. 

Supporting the government proposal, Dr. Willard C. 
Rappleye, dean of Columbia University Medical School, 
feels federal funds could do much good. But he urged 
that private sources give more support, so that the gov- 
ernment would not dominate the financial scene. 

Dr. Flexner maintains that medical schools were built 
up by local effort and if you transfer the responsibilities 
from the local communities to Washington, you endan- 
ger the freedom of these schools. ““The government will 
not give money without having a finger in the direction 
of its use,” he warned. 

When Dr. Flexner was asked by Advancement of 
Teaching to make a study of the nation’s medical schools 
some 45 years ago, he found the situation critical. Of 
the 180 medical schools then in existence, less than half 
were Grade A. Many were proprietary schools; some 
were diploma mills. 

His report shocked the nation and reorganization be- 
gan. More than half the medical schools were forced to 
close. 

The Rockefeller Foundation gave about $50,000,000 
to help put the schools on a solid basis. To this was 
addled some $700,000 by the schools themselves and by 
private gifts. 
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Dr, Flexner believes this is the way to handle the 
problem. ‘This way we have no degree of federal con- 
trol,” he stressed. 

Dr. Rappleye replied: “We feel that both kinds of 
money are necessary. But it is important to get more 
private money, in order to stabilize our permanent per- 
sonnel. The federal funds usually go for projects that 
last from two to five years. Most of the top research men 
object to this kind of an assignment. They want a per- 
manent position.” 

At Columbia Medical School, the research is spon- 
sored by both federal and private grants. The school 
has a budget of about $6,000,000. Of this sum, 
$4,000,000 goes for research—half of this amount comes 
from the government and half from private sources. 

Dr. Rappleye feels the government money can help 
prod the school to get more funds from private sources. 
He says he would be concerned if Washington gave the 
bulk of the research funds, but it doesn’t and govern- 
ment doesn’t try to run the school’s program. 


ADMA Underwrites Annual $100,000 Program 
Telling Public of Industry's Health Role 


‘THE GREAT ACHIEVEMENTS of the drug industry in the 
health field will now be brought before the American 
public through an industry-wide public relations pro- 
gram which is being underwritten up to $100,000 
annually by the American Drug Manufacturers 
Association. 

Mr. George F. Smith, Johnson & Johnson presi- 
dent and chairman of ADMA public relations commit- 
tee, announced the new program and stressed that 
other drug associations and other organizations in the 
health field will be invited to participate. In order to 
move ahead immediately the ADMA has underwritten 
the program. 

“It will be our objective to present to the people 
basic information about the research, developments 
and service wrought by those on the health team, on 
which the drug industry has played so major a role,” 
Mr. Smith said. 

He pointed out that the achievements of the drug 
industry are unknown to the public generally and one 
of the objectives will be to inform the nation of these 
accomplishments. 

Mr. Smith added that policy will be established by a 
board or council representing all segments of the 
various associations participating. A technical public 
relations committee comprised of representatives from 
various firms will serve in an advisory capacity. 

The principal administrative officer with head- 
quarters in New York City will be a full-time top public 
relations director, to be selected early this year. 
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relief is assured with CREMOMYCIN. ‘Sulfasuxidine’ ‘Sulfasuxidine,’ 300 mg. neomycin sulfate, 0.3 Gm. 
and neomycin have a wide range of effectiveness— pectin and 3.0 Gm. kaolin. Supplied in 8 oz. bottles. 
their combined action is complete and prompt, and 
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In addition to the antibacterial components, kao- 
lin and pectin in CREMOMYCIN provide adsorbent 
and detoxicant action, soothe inflamed intestinal 
mucosa. The fine subdivision of all ingredients in 
CREMOMYCIN increases its efficacy. DIVISION OF MERCK & CO., Inc., Philadelphia 1, Pa. 
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More Than 100 Physicians on Duke's 
Recent Postgraduate Medical Cruise 


ONE HUNDRED THIRTEEN PHYSICIANS, 76 of whom are 
Academy members, were on the recent Postgraduate 
Medical Cruise to the Caribbean which was sponsored 
by Duke University School of Medicine. 

The course was held aboard the M.S. Stockholm 
which sailed from Wilmington, N. C., on November 23 
and returned there December 3. Dr. Amos N. Johnson, 
organizer of the cruise who is past president of the 
North Carolina chapter and chairman of the Commit- 
tee on Postgraduate Medical Education for the chapter 
and for the North Carolina State Medical Society, re- 
ported that 25 hours of formal lectures were given 
during the cruise and the lectures were attended 
regularly. Physicians from 22 states were on the cruise. 
Credits were approved by the Academy’s Commission 
on Education. 

Ports of call were Port-Au-Prince, Cartagena, San 
Blas Islands, Cristobal and Kingston. The faculty was 
comprised of professors from Duke University School 
of Medicine (see cut). 

The program comprised of 25 lectures covered a 
wide variety of subjects of special interest to general 
practitioners. 

The cruise-course was such a success that two more 
are being planned for this fall, Dr. Johnson reports. 
One will be a Caribbean Cruise leaving out of Wilming- 
ton and will be gone for about 12 days. The other 
leaves from New York and will cruise the Mediter- 
ranean, terminating in Rome from whence physicians 
may fly directly home or from where they may start a 
tour of Europe. Physicians will be aboard ship 14 days 
on the latter cruise. Both cruises will be designed for 
Academy members. 
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learning the Easy Way—Regular attendance was the motto 
aboard the M.S. Stockholm during the Postgraduate Medical Cruise 
to the Caribbean which was sponsored by Duke University School of 
Medicine. A group of the physicians are shown at one of the lectures. 
Seated in the front row with Dr. Amos N. Johnson, organizer of the 
cruise, are members of the faculty from Duke University. Left to 
right are Dr. Johnson, Drs. Bayard Carter, professor of obstetrics 
and gynecology; William McNeal Nicholson, professor of medicine 
and director of postgraduate education; Edwin Alyea, professor of 
urology; Wilburt C. Davison, professor of pediatrics and dean of the 
school of medicine; and J. Lamar Calloway, professor of dermatology 
and syphilology. (Photograph courtesy of Dr. Buck Braden.) 


Nation's Mental Health Program To Need 
Financial Aid from Philanthropies 


LARGE PHILANTHROPIC FOUNDATIONS are to be asked to 
join the federal government in financing a program to 
find ways for improving the nation’s mental health. 

This announcement came following a meeting of tne 
Joint Commission on Mental Illness and Health the 
first of the year in New York City. At that time Dr. 
Leo H. Bartemeier of Baltimore, chairman of the board, 
and Dr. Kenneth E. Appel, president, disclosed that 
the commission has just received a $250,000 grant 
from the Public Health Service’s National Institute of 
Mental Health. 

This grant is to support work for the first six 
months in a projected three-year study of the nation’s 
“resources, methods and practices for diagnosing, 
treating, caring for and rehabilitating the mentally ill.” 

Dr. Jack Ewalt of Boston will direct the study. To 
get the study under way, $250,000 was appropriated. 
Future grants of $500,000 were authorized by law for 
the fiscal years 1957 and 1958. But it was understood 
that the future appropriations would be contingent to 
some extent on additional financial support from 
private philanthropic or other public sources. 
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Order your copy now! Name 


Just in case you missed what GP had to say in 
the January, 1956 issue about... 


Office Procedures. By Paul Williamson, M.D. Pp. 412. Price, 
$12.50. W. B. Saunders, Philadelphia, 1955. 


KEepinG up with Academy member Paul Williamson is like try- 
ing to swat a horse fly on a hot summer day. He is everywhere. 
He does everything. And he has the knack of doing things well. 
This work is no exception. 

There was a real place for Office Procedures. Thank goodness, 
Paul, in his wisdom, did not append to the title the apologetic 
“for the general practitioner.” 

I know of at least a dozen books purporting to accomplish 
what this one succeeded in doing . . . 

This work of Williamson’s I will not give to anyone. It has 
front row center on my bookshelf and will be there perennially. 

This book rolls up its sleeves and goes to work. Like its 
author, there is no beating about the bush with philosophic re- 
flection. This is the frontal approach needed in how-to-do-it 
volumes. Countless of the procedures essential to the solution 
of everyday problems are described in very clear, direct lan- 
guage. Again and again through the volume you will read, ‘do 
it like this.” Follows a paragraph or two, illustrated by a line 
diagram. That’s all there is. No vacillation or vague speculation 
on the merits of alternate methods. “Do it like this” conveys 
to me that this eminently practical therapeutic virtuoso has con- 
sidered in his own practice all the methods and has arrived at 
the best one. 

He does not circumvent the sanctuaries of the specialties when 
he feels that any physician with a knack can accomplish a pro- 
cedure. There are many instances in which he describes a 
maneuver using simple objects like paper clips and hair pins, 
Not, as he says, to avoid the use of proper instruments, but to 
show that uncomplicated ones can be effective. 

It was with a critical eye that I reviewed this offering, to see 
if Williamson had fallen into the trap of oversimplification in his 
effort to clarify. He has not. 

It would be hard to select an outstanding portion of this 
manual. It is all meat and potatoes. There will be some occasion 
each day in which Williamson can help you. 

This may well be one of Saunders’ most successful books. 


—Francis T. Honces, m.p. 


Williamson’s 
OFFICE PROCEDURES 


... a book crammed full of practical 
techniques and hints that rarely 
seem to be included in a physician's 
formal training. 


Here are just a few of the many 
subjects and topics covered — 
each explicitly detailed to extend 
greatly your limits of “normal 
office practice . 


Otitis Media — Chronic Rhinitis — Nasal Polyps — 
Tracheotomy —Stye—Foreign Bodies in the Eye 
—Tendon Injuries—Fractures —Sterility —Preg- 
nancy Tests—Feminine Hygiene—Minor Com- 
plications in Obstetrics—Cystoscopy— Acute 
Retention of Urine—Rectal Prolapse— 
Hemorrhoids —Diarrheal Diseases —Tonsils and 
Adenoids —The Constipated Baby —Immuniza- 
tion—Preparation for Minor Surgery—Abra- 
sions—Burns—Removal of Warts and Cysts— 
Surgical Infections—Minor Plastic Surgery— 
Diseases of the Blood—Psychological Tests— 
Techniques of Local Anesthesia —Diathermy — 
Electrosurgery —Hydrotherapy—Blood, Urine 
and Sputum Tests—Chest X-Ray—Etc. 


West Washington Square, Philadelphia 5 


Please send and charge my account: 


Williamson's OFFICE PROCEDURES............... $12.50 


Address 
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MCV Still Undecided on Hospital 
Privileges for General Practitioners 


IN ANSWER to a request made more than a year ago by 
the Richmond, Va. chapter regarding hospital privi- 
leges for general practitioners, the Medical College of 
Virginia reported just recently that the regulations 
and policy governing privileges in the MCV hospitals 
need further study. 

The decision was made by the college’s Committee 
on Hospital Privileges. 

In 1954 the Richmond chapter requested that the 
school establish a general practice clinic in its hos- 
pitals. The school trustees reported that the request 
was under consideration. 

An active clinic would put participating general 
practitioners in position to instruct MCV students 
and to take their patients to the hospitals. At that 
time less than 10 per cent of the city’s general prac- 
titioners had privileges to take patients to MCV. 

Dr. Rufus Brittain of Tazewell, president of the 
Virginia chapter, also has taken up the cudgel to help 
general practitioners regain the privilege of practicing 
in the state’s tax-supported general hospitals. 

Writing in the November-December issue of the 
Virginia General Practice News, Dr. Brittain observed: 
‘As a result of the numerous specialties, the general 
practitioner finds that anything he wishes to do in a 
general hospital is covered by some specialty group; 
thus, there is nothing he can do and he is being ex- 
cluded from the general hospital in many places.” He 
urged more liberal hospital privileges. 

An MCV official replied that there is no trend 
toward more liberal privileges in teaching hospitals, 
such as the MCV facilities. 

With a few exceptions, only MCV faculty members 
are allowed to practice in the school’s hospitals, and 
only medical specialists can obtain faculty appoint- 
ments. 


Missouri Chapter’s Prexy-elect Martin 
Speaks to Nurses’ and Hospital Groups 


Dr. Cuartes E. Martin, St. Louis, president-elect of 
the Missouri chapter of the American Academy of Gen- 
eral Practice, addressed the first annual convention of 
the Missouri State Nursing and Allied Homes Associa- 
tion on December 13 in St. Louis. 

The meeting was held in conjunction with the an- 
nual meeting of the Missouri Hospital Association. 

During the state hospital meeting, Dr. Ma.tin was 
also invited to represent the Academy on a panel en- 
titled “‘Hospital-Physician Relations”. 

Dr. Martin made a plea for recognition of the gen- 
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eral practitioner on hospi- 
tal staffs. He reported that 
general practitioners han- 
dle 80 per cent of the pa- 
tients and yet find them- 
selves relegated to the posi- 
tion of treating minor ail- 
ments and acting as “re- 
ferral agents for the hospi- 
tal and its staff of special- 
ists.”” He said general prac- 
titioners want their work 
evaluated on the basis of individual competence. 


Charles E. Martin, M.D. 


Social Security Resolution Tabled 
At Recent New York Chapter Meeting 


A BID FOR INCLUSION of physicians in the nation’s 
social security program was made during the New York 
chapter’s recent annual meeting in New York City. 

The resolution was presented by the New York 
county chapter but was tabled. The following is the 
resolution as presented: 

Wuereas, physicians are not now covered by the 
Social Security system, and 

Wuereas, the need for adequate retirement funds 
for physicians and/or their widows and families, and 

Wuereas, under the present law a retirement income 
of $1,302.00 annually for the 65-year-old physician 
would be forthcoming (an additional $651.00 for his 
wife if she is 65), and 

Wuereas, the widow of a physician with two chil- 
dren under 18 would receive $2,400.00 a year, and 

Wuereas, the commercial rate of similar coverage 
is in excess of $2,000.00 a year, and 

Whereas, under the Social Security system the 
general practitioner would be able to better plan for 
the future of his family and himself, now therefore be it 

REsoLveED, that the American Academy of General 
Practice recommend the inclusion of physicians in the 
Social Security system. 


Barre Physicians Lead Way for Reversal 
Of Massachusetts’ Stand on Salk Vaccine 


Because of the Massachusetts Health and Polio Ad- 
visory Committee’s stand against using the Salk polio 
vaccine, Massachusetts citizens are demanding that this 
decision be reconsidered in light of the state’s polio 
epidemic last year. The polio advisory committee and 
the state health commissioner were scheduled to meet 
January 9 to consider revision of their previous stand. 

Academy President John R. Fowler, himself a Barre, 
Mass. physician, has written an article on the Salk polio 
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just 1 tablet daily 


helps meet the 


increased nutritional 


requirements of pregnancy 


SQUIBB VITAMIN-MINERAL SUPPLEMENT 
new formula 


new small size capsule-shaped tablet 


Each Engran Tablet supplies: 


Vitamin A (synthetic) ............ 5,000 U.S.P. Units Calcium, elemental .......................0....-... 150 mg. 
500 U.S.P. Units calcium carbonate) 

Thiamine mononitrate ............................ 3 mg. late exsiccated) 10 mg. 
3™E- Iodine (as potassium iodide) ............. 0.15 mg. 
2 meg. Potassium (as the sulfate) .................... 5 mg. 
Vitamin B;2 activity concentrate .......... 2 mcgm. Cobalt (as the sulfate) . 0.1 mg. 
Folic acid .......... 0.25 mg. Copper (as the sulfate) .................::0-0+- 1 mg. 
Niacinamide : 20 mg. Magnesium (as the oxide) .................... 6 mg. 
Calcium pantothenate ................0...000.0... 5 mg. Manganese (as the sulfate) .................... 1 mg. 
Ascorbic acid 75 mg. Zinc (as the sulfate) ..................ccseceeeee 1.5 mg. 


Supplied in bottles of 100 and 1000 capsule-shaped tablets 


SQUIBB 


GP Volume XIII, Number 3 


\\ 
= 

? 

f 

|_| 


vaccine issue and it appeared in the January Massa- 
chusetts General Practice News. Dr. Fowler has sup- 
ported the vaccine since the announcement of its suc- 
cess last April from Ann Arbor. 

Despite the state’s action to the contrary last year, 
Dr. Fowler and the other physicians in Barre fulfilled 
their promise to the town’s citizens that they would try 
to give them complete protection at the earliest possible 
moment. On December 14 they did their mass inocula- 
tions and had approximately 90 per cent acceptance 
from all potential recipients. 

The inoculations were given without incident or re- 
action, Dr. Fowler reported. Since these physicians had 
all possible acceptance in the “1 to 14” age group anda 
further supply of vaccine, he said they accepted the 
next priority group, 15-18, insofar as it affected stu- 
dents in high school. 

However, immediately following the December inocu- 
lation program, Barre physicians announced that all fu- 
ture administration of vaccine would be on private 
physician-patient relationship and patients coming in 
from other towns to Barre physicians will, at all times, 
be on a private physician relationship basis. 

All later booster shots to recipients of the December 
14 inoculations will also be on a private basis. 

Many medical groups in Massachusetts, including the 
board of directors of the Massachusetts chapter of the 
American Academy of General Practice, applauded the 
Barre physicians’ action. 

In Dr. Fowler’s article he stressed the nation-wide 
acceptance of the vaccine, and the confidence expressed 
in the three-shot program during the December 7 ses- 
sion in Washington called by Dr. Leonard Scheele, 
surgeon general of the USPHS. 

The unanimous conclusion reached there was: 

1. The present polio vaccine is safe. 

2. It is highly effective in preventing paralytic polio. 

3. There is no need to fear contact with a recipient 
of the vaccine. 

4. No effective and proven substitute vaccine will be 
available in time to affect any program in 1956. 


Improved Hospital Services, Goal of PHS’ 
New Research Grants Totaling $401,960 


STUDIES TO AID in the improvement of hospital services 
are now getting under way following announcement 
that 11 research grants totaling $401,960 have been 
designated. 

These were the first grants to be made from an ap- 
propriation of $1,200,000 for the Hospital Survey and 
Construction Program. The grants were announced by 
Surgeon General Leonard A. Scheele of the U.S. Public 
Health Service. 
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Public Health Service is authorized to make grants 
from this fund to states, political subdivisions, univer- 
sities, hospitals and other institutions to conduct re- 
search or demonstrations relating to the development 
or use of hospital services, facilities and resources. 

Projects for which the first grants were approved in- 
clude the evaluation of methods for improving patient 
care; study of the kinds of hospital services needed by 
a community ; and the effect of laws governing hospital 
planning and licensing. 

Included in the grants were: 

Association of University Programs in Hospital Ad- 
ministration, for development of a program for research 
in the hospital and related fields. 

American Hospital Association, for a study of the 
operation of hospital planning and license laws. 

Catholic Hospital Association of the United States 
and Canada, for a project to establish the tools, tech- 
niques and training aids for a hospital supervisory de- 
velopment training program and to develop a safety 
check list for hospital supplies and equipment. 

American Pharmaceutical Association, for an audit 
of pharmaceutical service in hospitals. 

University of Arkansas, for an experimental study of 
the function of the general-duty nurse in the area of 
record-keeping. 

Mississippi State College, for a study of the hospital 
and its community relations. 

Research Foundation of State University of New 
York, for study of the impact of medical teaching and 
research on hospital operating costs. 

American Psychiatric Association, for a study of 
architectural needs in mental hospitals. 

Peter Bent Brigham Hospital, for a study of ways to 
apply the managerial techniques of industry to hospital 
administration. 

Ohio State University, for development of methods 
by which factors affecting the care of hospital patients 
can be evaluated. 


Film on Hospital Home Care Programs 
Now Available at Cost from New York 


A HALF-HOUR FILM describing the operation of hospital 
home care programs for patients with chronic disease 
is now available at print cost to hospitals, health and 
welfare agencies or interested individuals. 

The film is based upon the experience of Montefiore 
Hospital, New York City which instituted its home 
care program in 1947. The accompanying discussion 
guide includes a listing of hospitals in all parts of the 
country who have similar programs. The film is avail- 
able from the Health and Welfare Materials Center, 
10 East 44th Street, New York City. 
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Makes her fancy for daintiness a fact in your prescription success. 


Your patients will appreciate the new LANTEEN Easy-clean applicator for one 
simple but important reason—unlike other applicators it can be disassembled 
and cleaned thoroughly. This considerate improvement lets your patient know 


that you appreciate her fancy for daintiness, while you insist on her observing 


strict feminine hygiene. Another LANTEEN design for better patient-cooperation. 


Easy-clean jelly applicator. 


New tube adopted 
@ January 1956. 


LANTEEN jelly, diaphragms, and jelly-diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, New York 18, N.Y. 
(In Canada: E. & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada) Manufactured by Esta Medical Laboratories, Inc., Chicago 38, Ill. 


SS 1334-7338 
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Medical News in Small Doses: 


A native Hoosier, Dr. Elton R. Clarke of Kokomo, 
was named president-elect of the Indiana State Medical 
Association during its annual meeting in French Lick. 
Dr. Clarke has been active in local and state medical 
work, serving on many committees of the ISMA. He is 
a member of the Academy and has practiced 26 years 
in Kokomo. . . . The Texas chapter of the AAGP now 
will admit Negro doctors on the same basis with 
whites. Dr. G. W. Cleveland, Texas board chairman, 
reports: “Negro applicants will be given the same 
investigation by our credentials committee that we 
give other applicants.” . . . The Soviet Union reports 
it has created a special scientific research institute in 
Moscow for the study of poliomyelitis. The entire staff 
of the Leningrad Institute of Experimental Medicine 
is now devoting itself to development of an effective 
vaccine against polio. The institute will be part of a 
network of research facilities maintained by the Soviet 
Academy of Medical Sciences. Russia’s press and 
medical authorities have shown a sharply heightened 
interest in infantile paralysis, but no statistics have 
been released about the number of polio cases nor 
their severity. . . . Effective May 1, the Blue Shield 
medical surgical plan of New Jersey announces that 
the income ceiling on family contracts will be raised 
from $5,000 to $7,500. It is reported to be the first 
Blue Shield plan in the nation to raise the ceiling 
contract to that figure. . . . Public Health Service has 
contracted three federal agencies—Bureau of Mines, 
National Bureau of Standards and the Weather Bureau 
—to conduct important research in community air 
pollution problems. . . . AAGP Past President R. B. 
Robins, Camden, Ark., was recently appointed by 
Modern Medicine to represent general practice on its 
editorial board. . . . The Maynard MacDougall Memor- 
ial Hospital in Nome, Alaska, a 25-bed institution, has 
been given full accreditation by the Joint Commission 
on Accreditation of Hospitals. This is the first time 
the Joint Commission has ever approved a hospital 
directed and operated by only one physician. The 
hospital is operated by the Methodist Church Board 
of Missions. Its medical director and only physician 
on the staff is Dr. Fred M. Langsan, a general prac- 
titioner. . . . National Society for Crippled Children 
and Adults reports more cripples were given direct 
services in Easter Seal centers in 1955 than ever be- 
fore. The total case load increased 23 per cent over 
the previous year. Last year also saw new rehabilita- 
tion centers getting under way in New Orleans, Indi- 
anapolis, Des Moines, San Mateo, Calif., and Min- 
neapolis. 


GP March 1956 


_ protective of the entire , 


She adds her fancy: 


she looks for ms delicate yet 
firm texture, cleanly scented clarity, 
and soothing, gentle lubrication 


to your prescription facts: 
full coating; occludes as it covers 

vaginal walls; optimal spreading 

for maximum coital mixing; 
greatest spermicidal 
opportunity; blandly 


mucosal area. 


When contraception 
is indicated 
for young married couples. 
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Post-Assembly Travel Plans! 


IMMEDIATELY FOLLOWING THE 1956 GENERAL ASSEMBLY IN WASHINGTON, D. C. 


MAKE YOUR 
RESERVATIONS NOW! 
DON’T DELAY! 


Contact: 


LEE KIRKLAND TRAVEL 
1231 Baltimore Avenue 
Kansas City, Missouri 


FOUR SPECIAL TRIPS... featuring attendance at the 


1956 INVITATIONAL SCIENTIFIC CONGRESS 
in Miami Beach, Florida on March 24. 


This year, following the General Assembly in Washington, four special trips have 
been planned for your pleasure. The first from Washington to Miami via air 
or rail features attendance at the 1956 Invitational Scientific Congress 
there, sponsored by the Florida Chapter of the AAGP, and presented by the 
Dade County, Florida Chapter of the AAGP at the magnificent new Fountaine- 
bleau Hotel. . . . second, there are three special Caribbean extensions from 
which you may select following the Florida trip. . . . third is South America, 
departing direct from Washington at the close of the General Assembly . . . and, 
fourth — by popular request — Europe (also departing direct from Washington). 
Make Your Post-Assembly Plans Now .. . to help in your selection, 
all four offerings are outlined in brief as follows: 


FLORIDA! 

Seven days in the land of sunshine. Attendance at the 1956 Invitational Scientific Congress 

March 24th. Fun-in-the-sun, including choice of air or rail transportation Washington to Miami, choice 

hotel accommodations, extensive sightseeing, breakfast each day, dinner parties, transfers, etc. 
$239.00 each (Air or rail occupying bedroom) 


THE CARIBBEAN! 


Three special extensions following the post-assembly Invitational 
Scientific Congress in Miami, as follows: 


“A” Havana 
Four days — including round-trip air from Miami, choice resort hotel 
accommodations, full sightseeing, special entertainment. 


$147.00 each 
“B” Nassau, Havana 
Six days — round-trip air from Miami, choice resort hotel accommo- 
dations, full sightseeing, special entertainment. $269.00 each 


"¢” Haiti, Jamaica, Havana 
Seven days — round-trip air from Miami, choice resort hotel accom- 
modations, full sightseeing, special entertainment. $379.00 each 


SOUTH AMERICA! 

Thirty-four magic days to see the countless highlights of exotic South 
America — Brazil, Uruguay, Argentina, Chile, Peru, Ecuador, Panama, 
etc. Departing direct from Washington, enjoy deluxe arrangements 
from start to finish — the ultimate in travel! $2,199.00 each 


and by popular request... 


EUROPE! 

“An Adventure in Fine Travel Abroad” — the thrill of Easter in Rome, 
splendors of centuries past — gaiety, excitement, adventure! 39 days 
of unparalleled pieasure. The finest accommodations, sightseeing, etc., 
throughout. $1,899.00 cach 


i 
; EXCITING 1956 
aa Way NYY 
* 
* 
a 
aa 
> 
q 
> 
| | 
& 
i 


SCIENTIFIC LECTURE PROGRAM 


EIGHTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


MARCH 19-22, WASHINGTON, DBD. €. 


Monday Tuesday Wednesday Thursday 
Hour March 19 March 20 March 21 March 22 
9:00-9:30 a.m. REGISTRATION Laboratory Aids in Usologic : . Management 
BEGINS 9:00 A.M. Diagnosis of Fevers in tho Voung Mole of Patients 
Ivan Bennett, M.v. Hugh J. Jewell, 4.0. with Disabling 
OPENING 
9:30-10:00 a.m. Therapy of External Urology in the 
Josephine Buchanan, 
Ocular Diseases Elderly Female 
Irwin H. Leopold, u.v. Lee Turlington, M.v. 
10:00-11 :00.4.m. RECESS FOR EXHIBITS 
11 :00-11:30.4.m. Primary Wound Visual Evidence of Thrombocytopenia— 
Repair Vulvovaginal Its Causes 
Neal Owens, M.v. Diseases and Treatment 
Joseph A. Hepp, M.d. William Harrington, 
(Vulvar Diseases) M.D. 
Newlin F. Paxson, M.D. 
11:30-12:00 Tumors and (Vaginal Diseases) A Look at 
NOON Swellings of the Neck Francis T. Hodges, M.v. | |Tomorrow’s Medicine 
Grant E. Ward, M.D. COMMENTATOR Francis C. Wood, m.v. 
OPENING OF PROGRAM 
WELCOMING SPEECHES 
12:00-1:30 p.m. 1:00 P.M. NOON RECESS INSTITUTES 
or HeattH Lecrures 
T .B 
1:30-3:00 p.m. Disturbances Diagnosis OB Symposium 
and Distortions and Treatment 1. Preparation ; ’ 
12:30 P.M.; LUNCH 
of Demeanor (Panel) of Curable Heart for Pregnancy snsitinai midis 
George Raines, M.D., Disease (Live Clinic) Robert H. Barter, M.v. 
MODERATOR W. Proctor Harvey, 2. Protecting 
Mabel Ross, M.D. M.D., MODERATOR the Pregnancy 
Robert H. Felix, m.v. (With demonstration Paul A. Bowers, M.D. 
Manfred S. team from George- 3. Preserving 
Guttmacher, M.D. town University) the Perineum 
D. Frank Kaltreider, 
M.D. 
3:00-4:00 p.m. RECESS FOR EXHIBITS 
4:00-4:30 p.m. Medicine Will Success Kill Intestinal Parasites 
and Religion Cock Robin? Ryle A. Radke, .v. 
Rev. Das Kelley Campbell Moses, M.D. 
Barnett 
4:30-5:00 p.m. The Changing Cardiac Contributions of 
Pattern of Disease Emergencies Veterinary Medicine 
Leonard Scheele, u.v. Eugene Stead, M.v. to Human Medicine 
Henrik J. Stafseth, 
PH.D. 
EVENING STATE OFFICERS CONGRESS PRESIDENT’S 
DINNER OF DELEGATES DINNER RECEPTION 
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ASHINGTON, 
MARCH 19-22,.195 


REMEMBER: 
4 Make Your Hotel will be made in order 
. . . Now! 


> Only a few rooms available at the Hotel Statler 


Wuue tue city of Washington has a considerable number of to end 


excellent hotels, we suspect that first choice rooms will be at speakers. 
a premium long before next March. The combination of one of > State officers and delegates must make their 
| the best programs in Academy history, the geographic location, own reservations. 
and the opportunity to combine Assembly attendance with a > Be sure to list definite arrival and departure 
family trip to the nation’s capital, points inevitably to a new of 
Ee high in registration for the 1956 meeting. So you will be well > Academy Headquarters will be at Armory. 

e advised to make your reservation well in advance. You do not > All registration (except delegates) at Armory 
E h d d d - check. But it isi 10:00 A.M. to 5:00 P.M., Sunday, March 18, 
B) ave to send an advance deposit check. But it 1s important to and beginning at 9:00 A.M. on Monday. 

fill out and mail the form. Scientific sessions end at noon, March 22. 


w 12 
10 
A 
Tee 
were 
HOW SE 
Showing Key snc 
Ambassedor 3. Hemilten (Manger) 
2. Anvapelis (Manger) 6. tee House 
3. Blockstene 7. Mayflower 


4. Surtingten &. Ralsigh 
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+ Meetings & Exhibits & 
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Application 
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Accommodations HOTEL ROOM RATES 


$5.00- 9.00 $ 7.50-10.50 $ 8.50-12.00 $12.00-17.00 


MARCH 19-22, 1956 


AMBASSADOR 
14th and K Sts., N.W. 


FoR YOUR CONVENIENCE in making hotel reserva- MANGER-ANNAPOUS 5.50- 8.50  8.50-11.50  9.00-12.00 
tions for the coming meeting of the Ammestenn ase. 7.90 7.01200 
Academy of General Practice on March 19-22, in 1016 17th St., N.W. 
‘ ‘ BURLINGTON 4.75- 8.50 8.50-12.00 9.50-12.00 
Washington, hotels and their rates are at the 1120 Vermont Ave., N.W. 
right. Use the form at the bottom of this page, 
indicati i i LEE HOUSE 5.00-11.50 8.00-13.00  10.50-15.00 20.00-34.00 
indicating your first, second and third choice. 
Because of the limited number of single rooms MAYFLOWER 7.00-18.00  13.00-19.00 13.50-21.00 23.00-36.00 
ilabl ill stand h better chance of — 
avallabee, yOu will sand a muc RALEIGH ave. ww, 9.00-15.00 10.00-16.00 
securing accommodations of your choice if your 
request calls for rooms to be occupied by two or 18th and Pa. Ave., N.W. 
SHERATON CARLTON 8.00-14.00 15.00-18.00 15.00-18.00 
more persons. All reservations must be cleared _ 16th and K Sts., N.W. 
ATON PARK 7.00-10.00 10.50-15.50  11.00-16.00 15.00-40.00 
through the housing bureau. All requests for Woodie heed, 
reservations must give definite date and hour of STATLER 7.00-17.00 10.00-14.50 11.00-19.50 — 31.00-37.00 
16th and K Sts., N.W. 
arrival as well as definite date and approximate WASHINGTON le 7.00-10.50  11.50-15.00 11.50-15.00 
and Pa. Ave., 
hour of departure; else names and addresses of WILLARD 7.00-11.00 10.00-15.00 11.50-18.00 21.00-34.00 
all persons who will occupy rooms requested 14th and Pa. Ave., N.W. 
*The above quoted rates are existing rates but are, of course, subject to any change 
MUST be included. which may be made in the future. 


Pm ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 15, 1956 


EIGHTH ANNUAL SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


AAGP Housing Bureau 
1616 K Street, N. W. 
Washington 6, D. C. 


Please reserve the following accommodations for the Eighth Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in Washington, 
D. C., on March 19-22, 1956. 


Double Bedded Room Twin Bedded Room. 

2 Room Suite... Other Type of Room 
First Choice Hotel .. Second Choice Hotel 
Hour AM. P.M. Hotel reservations will be held until 6:00 P.M. unless otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded 
room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


If the hotels of your choice are unable fo accept your reservation, 
, the Housing Bureau will make as good a reservation as possible 

elsewhere providing that all hotel rooms available have not al- 


You will receive confirmation directly from the hotel. 187 
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1956 Technical Exhibitors 


Advances in medical therapy are paralleled by advances in the “tools” available to the pro- 
fession. Each year brings new developments in pharmaceuticals, surgical instruments, diag- 
nostic apparatus, textbooks, office equipment, and dietetic products. Consequently, investigation 
of the technical exhibits should be as much a part of one’s educational activities at an Assembly 
as attendance at the lectures or study of the scientific displays. These exhibitors have been 
selected carefully and their representatives are courteous and eager to be of service to you. 


Abbott Laboratories 
Alcon Laboratories, Inc. 
The Alkalol Company 
A. S. Aloe Company 
American Ferment Co., Inc. 
The American Tobacco Company 
Ames Company, Inc. 
The Armour Laboratories 
Arnar-Stone Laboratories, Inc. 
Association of American University Presses 
Audio-Digest Foundation 
Ayerst Laboratories 
Baby Development Clinic 
The Baker Laboratories, Inc. 
Bauer & Black 
W. A. Baum Company, Inc. 
Becton, Dickinson and Company 
Beech-Nut Packing Company 
The Bib Corporation 
Bilhuber-Knoll Corp. 
Borcherdt Malt Extract Co. 
The Borden Company 
Bristol Laboratories, Inc. 
Bristol-Myers Company 
The Burdick Corporation 
Burroughs Wellcome & Co. (U.S.A.) Inc. 
Burton, Parsons & Company 
S. H. Camp & Company 
Carnation Company 
Wilmot Castile Company 
The Central Pharmacal Company 
The Chicago Dietetic Supply House, Inc. 
Chicago Pharmacal Company 
Christian Medical Society 
Ciba Pharmaceutical Products, Inc. 
Clark & Clark 
The Coca-Cola Company 
The Columbus Pharmacal Company 
Coreco Research Corporation 
Darwin Laboratories, Inc. 
Davies, Rose & Company, Limited 
F. A. Davis Company 
Davol Rubber Company 
De Puy Manufacturing Co., Inc. 
Desitin Chemical Company 
Devereux Schools 
The DeVilbiss Company 
The Dietene Company 
Doak Pharmacal Co., Inc. 
Doho Chemical Corporation 
Dome Chemicals, Inc. 
Duke Laboratories, Inc. 
E. I. Du Pont De Nemours & Co. (Inc.) 
Eaton Laboratories 
Eisele & Company 
Paul B. Elder Company 
Electre-Physical Laboratories, Inc. 
Electro- Therapeutic Instrument Co. 
Encyclopedia Americana 
Ethicon, Inc. 
Evaporated Milk Association 
The Evron Co., Inc. 
Fine Chemicals 

Division of American Cyanamid Company 
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H. G. Fischer & Co. 
R.A. Fischer & Co. 
C. B. Fleet Company, Inc. 
E. Fougera & Company, Inc. 
Fuller Pharmaceutical Company 
Geigy Pharmaceuticals 
General Electric Company 
General Foods Corporation 
Gerber Products Company 
Otis E. Glidden & Company, Inc. 
Gray Pharmaceutical Co., Inc. 
Grune & Stratton, Inc. 
Hanovia Chemical & Manufacturing Company 
Charles C. Haskell & Company, Inc. 
Health Insurance Council 
H. J. Heinz Company 
Victor M. Hermelin & Company 
Paul B. Hoeber, Inc. 
Hoffmann-La Roche, Inc. 
Holland-Rantos Co., Inc. 
Hollister-Stier Laboratories 
Homemakers’ Products Corporation 
Horlicks Corporation 
Identical Form, Inc. 
Irwin, Neisler & Company 
Ives-Cameron Company 
Jackson-Mitchell Pharmaceuticals, Inc. 
Johnson & Johnson 
Jones Metabolism Equipment Co., Inc. 
Kellogg Company 
Kidde Manufacturing Co., Inc. 
Charles B. Knox Gelatine Co., Inc. 
Kremers-Urban Company 
Lea & Febiger 
Leading Lady Foundations, Inc. 
Lederle Laboratories 
Division American Cyanamid Company 
The Liebel-Flarsheim Company 
Eli Lilly and Company 
R. J. Lindquist Company 
J. B. Lippincott Company 
Lloyd Brothers, Inc. 
The Macmillan Company 
The Maico Company, Incorporated 
Maltbie Laboratories 
Division of Wallace & Tiernan, Inc. 
Marion Laboratories, Inc. 
Massachusetts Indemnity Insurance Co. 
The S. E. Massengili Company 
F. Mattern Mfg. Company 
Mead Johnson & Company 
Medco Products Company, Inc. 
Medcraft Electronic Corp. 
Medical Aids, Inc. 
Medical Case History Bureau 
Medical Film Guild, Ltd. 
Medical Plastics Laboratory 
The Mennen Company 
Merck & Company, Inc. 
The Wm. S. Merrell Company 
Metabol’aid 
Miles Reproducer Company, Inc. 
Milex of New York 
Miller Surgical Company 
McGraw-Hill Book Company, Inc. 
The Blakiston Division 


McNeil Laboratories, inc. 
The C. V. Mosby Company 
National Dairy Council 
The National Drug Company 
National Live Stock & Meat Board 
National Multiple Sclerosis Society 
Nepera Chemical Co., Inc. 
Organon Inc. 
Ortho Pharmaceutical Corporation 
Parke, Davis & Company 
The E. L. Patch Company 
The Pelton & Crane Company 
Pepperidge Farm, Inc. 
Pepsi-Cola Company 
Pet Milk Company 
Pfizer Laboratories 
Pharmacia Laboratories, Inc. 
Picker X-Ray Corporation 
Pitman-Moore Company 
W. F. Prior Company, Inc. 
Procter & Gamble Company 
Profexray, Incorporated 
The Purdue Frederick Company 
Ralston Purina Company 
R. J. Reynolds Tobacco Company 
Riker Laboratories, Inc. 
Ritter Company, Inc. 
A. H. Robins Company, Inc. 
J. B. Roerig & Company 
Ross Laboratories 
Rystan Company 
Sanborn Company 
Sandoz Pharmaceuticals 
Sanit-All Products Corporation 
Saratogo Springs Authority 
W. B. Saunders Company 
Schenley Laboratories, Inc. 
Schering Corporation 
Schieffelin & Company 
Julius Schmid, Inc. 
The Scholl Manufacturing Co., Inc. 
G. D. Searle & Co. 
Sharp & Dohme 

Division of Merck & Co., Inc. 
Sherman Laboratories 
Smith-Dorsey 
Smith, Kline & French Laboratories 
Spencer, Incorporated 
E. R. Squibb & Sons 
R. J. Strasenburgh Co. 
The Stuart Company 
Swift & Company 
Tampax Incorporated 
Trans World Airlines, Inc. 
Tru-Eze Manufacturing Co., Inc. 
S. J. Tutag & Company 
U. S. Vitamin Corporation 
Universal Products Corporation 
Uni | X-Ray Products, Inc. 
The Upjohn Company 
VanPelt & Brown, Incorporated 
Vaponefrin Company 
Wallace Laboratories 
Henry K. Wampole & Co., Inc. 
Warner-Chilcott Laboratories 
The Warren-Teed Products Company 
Westinghouse Electric Corporation 
Westwood Pharmaceuticals 
White Laboratories, Inc. 
The Williams and Wilkins Company 
Winthrop Laboratories, Inc. 
The Max Wocher & Son Company 
Woodward Medical Personne! Bureau 
Wyeth Laboratories 
F. E. Young & Company 
Zimmer Manufacturing Company 
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News from the State Chapters 


THE SIXTH ANNUAL scientific meeting of the Florida 
chapter at Princess Issena Hotel, Daytona Beach, drew 
an attendance of 191 physicians and 50 exhibitors. 
This session, now the key one for the chapter, is strictly 
a scientific meeting—election of officers will be held 
next month during the annual business meeting. 

At the Daytona Beach meeting, Dr. Frank T. Linz, 
Tampa, president of the Florida chapter; Dr. H. W. 
Reed, Daytona Beach, chairman of the first session; 
and Dr. R. L. Miller, president of the Volusia County 
Medical Society, gave welcoming addresses. 

The following speakers presented the scientific pro- 
gram: Drs. Franklin H. Epstein, New Haven, Conn. ; 
Louis Lemberg, Miami; Richard Brasfield, New York 
City ; Joseph T. Beardwood, Philadelphia; John Chele- 
den, Daytona Beach; Robert Batterman, New York 
City; Willis E. Brown, Little Rock, Ark.; Robert J. 
Boucek, North Miami Beach; Thomas E. Bailey, Au- 
gusta, Ga. and W. W. Schildecker, Daytona Beach. 

The social side included a sightseeing tour of his- 
toric Halifax area and Halifax River cruises for the 
ladies. The big event was the annual banquet for the 
doctors and their wives. One hundred seventy-eight 
persons attended the affair which featured the well- 
known author of many “best-sellers,” Dr. Frank G. 
Slaughter, as guest speaker. Other special guests were 
Daytona Beach Mayor Francis W. Morrison, President 
Linz and President-elect Leo M. Wachtel (see cuts). 


& 


A Best-Seller Author is Key Speaker — Distinguished banquet 
guests at the Florida meeting were Mrs. Leo Wachtel (left to right), 
and Dr. Wachtel, chapter president-elect; Mrs. Frank Slaughter and 
Dr. Slaughter, an author of many best-sellers, who was guest 
speaker; Mrs. Francis Morrison and Mr. Morrison, mayor of Day- 
tona Beach; Dr. A. A. Monaco (standing), the chapter’s program 
chairman; President and Mrs. Frank Linz; Rev. Smith; Mrs. R. L. Miller 
and Dr. Miller, president of the Volusia County Medical Society; 
and Dr. Leon Eisenman, the chapter’s vice president. 
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A Check on Program Plans—Dr. Frank Linz (left), Florida chapter 
president, checks the schedule for its sixth annual meeting with the 
chapter’s Program Chairman A. A. Monaco. 
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Illustrating Rubber Appliances In General Practice 


Especially prepared for the general practice physician — 


it describes the adjuvants and patient application, poe olga 
from Airways to Zavod Bronchospirometry Catheters. contro! of Esophageal 
It contains full-color illustrations of specialized ndemnitage. 


rubber appliances which aid in surgical technics and 
facilitate general sick-room and medical care. Among 
the specialized appliances illustrated and 
demonstrated are: 

The Sengstaken-Blakemore Nasogastric Tube, for 
emergency control of hemorrhage of the esophageal 
varices—a valuable appliance for the GP office when 
prompt action is indicated, if surgery must be delayed. 


Davol Cleft Palate Nipples, to facilitate natural sucking Nipples to facilitate 
and swallowing in the infant suffering from oral pombe cee, ay 


abnormalities. 


(This offer is limited to doctors.) 


COMPANY, DEPT. GP-6-3, PROVIDENCE 2. R.1. 
Please send me, without obligation, a copy of 


ILLUSTRATING RUBBER APPLIANCES IN GENERAL PRACTICE 


MAKERS OF FINE SURGICAL 


FOR OVER 81 YEARS 
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> The Minois chapter held its recent annual meeting 
in the new state armory and Hotel Leland in Spring- 
field—the armory site necessitated through the con- 
tinued growth of the chapter’s scientific sessions. 
Eighteen eminent lecturers were participants. There 
was a registration of 701 members and guests for the 
scientific program and 91 delegates from Illinois’ 45 
regional chapters comprised the congress of delegates. 

The delegates elected the following officers for the 
new year: Dr. George S. Schwerin, Chicago, president; 
Dr. O. A. Phipps, Manteno, president-elect; Dr. A. I. 
Doktorsky, Chicago, vice president; and Dr. Franklin 
A. Olson, Chicago, speaker of the congress. Dr. Carle- 
ton R. Smith, Peoria was named a national delegate and 
Dr. Dewey M. Roberts, an alternate. 

The annual banquet address was presented by Acad- 
emy President John R. Fowler, Barre, Mass. Following 
his address he received a standing ovation. Other guests 
were Dr. Dewey M. Roberts of Alton, immediate past 
president; Dr. E. Clarkson Long of Detroit, secretary- 
treasurer of the Michigan chapter; Dr. Edwin C. Cary 
of Reedsville, Wis., a past president of the Wisconsin 
chapter; and Dr. Norman R. Booher of Indianapolis, 
president of the Indiana chapter (see cué). 
> A report on a new preparation to fight inflammation 
and a detailed account of the present status of atomic 
medicine highlighted the recent annual meeting of the 
Colorado chapter at the Broadmoor in Colorado 
Springs. 

Dr. Bert Seligman, Toledo, reported he had been 
successful in the use of trypsin in the treatment of in- 
flammatory conditions. Drs. E. B. Flink, Minneapolis 
and Robert W. Lackney, Denver jointly presented a 
paper on the use of radioactive isotopes in the diagno- 
sis and treatment of disease. Three other scientific 
speakers completed the program. 

During the meeting Dr. Kenneth Prescott, Grand 
Junction, took office as president. Other new officers 
are Dr. Joseph B. McCloskey, president-elect; Dr. Lex 
Penix, vice president; Dr. Robert M. Maul, secretary 
and Dr. Thomas E. Best, treasurer. All are from 
Denver. 
> Over the weekend of March 2-4 a select group of 
speakers are giving scientific talks at the sixth annual 
meeting of the Virginia chapter at The Homestead in 
Hot Springs. Those to be introduced Friday are Dr. 
Weston M. Kelsey of Bowman Gray Medical School, 
Dr. George J. Boines of Wilmington, Del., a past 
president of the Delaware chapter, Dr. Charles Caravati 
and Dr. G. R. Hennigar of Richmond. 

Saturday’s program features Dr. Paul Dudley White, 
under the auspices of the Virginia Heart Association, 
Drs. Ed Orgain of Duke University and Murray Cope- 
land of Georgetown University, Washington, D.C. and 
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IMlinois Presidents and Presidential Guests—Following the eighth 
annual meeting of the Illinois chapter, three of its presidents 
met with the special guests. Seated in the front row are Dr. O. A. 
Phipps (left to right), president-elect of the chapter; Dr. George S. 
Schwerin, chapter president; Academy President John R. Fowler; 
and Dr. Dewey M. Roberts, immediate past president of the chap- 
ter. Standing in the back row are Drs. E. Clarkson Long, secre- 
tary-treasurer of the Michigan chapter; Edwin C. Cary, past pres- 
ident of the Wisconsin chapter; and Nerman R. Booher, presi- 
dent of the Indiana chapter. 


Drs. John Emmett, W. T. Thompson, Jr., Allen Bar- 
ker, G. R. Hennigar and Thomas Johns on a panel 
with Dr. Caravati as moderator. 

Winding up the program on Sunday are Drs. Wil- 
liam Parson and Walter A. Klingman of Charlottesville 
and Dr. Thomas John of Richmond. Dr. W. T. 
Thompson, Sr., also of Richmond, is conducting the 
religious service. 

Dr. Charles Young is the new president of the 
Richmond (Virginia) chapter. Others who will serve 
with him are Drs. Richard Crossen, president-elect ; 
Charles Williams, vice president; Wayne Campbell, 
secretary and Aubrey Houser, treasurer. 

A dinner meeting of the Northern Virginia chapter 
was held in Alexandria on November 12. Special guest 
speakers were Dr. I. Phillips Frohman of Washington, 
D.C., AAGP Assembly Local Arrangements chairman 
for 1956, and Mrs. Louis B. Greiner, executive secre- 
tary of the chapter. The chapter received its charter 
November 5. 
> At the fourth annual scientific session of the New 
Jersey chapter held in Newark on December 7, an 
election of officers was conducted during the business 
session. The new officers are: Drs. Harry Taff, New- 
ark, president; Richard R. Chamberlain, Maplewood, 
president-elect; Robert E. Verdon, Cliffside Park, vice 
president; Charles H. Calvin, Perth Amboy, secretary ; 
and Anthony M. Susinno, Palisades Park, treasurer. 

Among the scientific speakers on the afternoon pro- 
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HYDROCHLORIDE 
Trihexyphenidy! HCI Lederle 


: effective over long periods 


ArTANE is a strong antispasmodic, effective in all 

three types of Parkinsonism—Postencephalitic, Ar- 

teriosclerotic, and Idiopathic. Unlike certain other 
- such drugs, it does not lose effectiveness when given 
bs over long periods. It is usually well tolerated, and has 
ig no deleterious effect on bone marrow function. 


ArTane is supplied in 2 mg. and 5 mg. tablets, and 
as an elixir containing 2 mg. per teaspoonful (4 cc.) 
Dosage: 1 mg. the first day, gradually increased, 
according to response, to 6 mg. to 10 mg. daily. 


Ledterte ) LEDERLE LABORATORIES DIVISION 
american Cyanamid PEARL RIVER, NEW YORK 
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gram were Drs. Phillip Levine, director of immuno- 
hematology, Ortho Research Foundation, Raritan, 
N.J.; Leon Sussman, attending hematologist, Beth Is- 
rael Hospital, New York City; Edmund W. Campbell, 
director of research, Blood Research Laboratory, New 
England Medical Center ; and Paul Reznikoff, professor 
of clinical medicine, Cornell University School of 
Medicine. Dr. Reznikoff presented the Vincent Cam- 
pana Memorial Lecture. A distinguished guest speaker 
was Academy President John R. Fowler of Barre, 
Mass. 

> Plans are well under way for the 1956 meeting of 
the Pennsylvania chapter. This eighth annual meeting 
will be held in Bedford Springs on May 18, 19 and 20. 
Entertainment is being arranged for the wives and 
children. 

> The Utah chapter will sponsor a Symposium on 
Pediatrics on April 12 and 13. It will be presented at 
the Hotel Newhouse in Salt Lake City. 

> Dr. Charles O. Metz was installed as president of the 
St. Louis (Missouri) chapter at its ninth annual instal- 
lation and dinner dance December 3. More than 200 
guests saw Dr. Metz installed as well as the other new 
officers: Drs. Walter T. Gunn, president-elect ; Walter 
C. Gray, vice president ; Herbert J. Rudi, treasurer and 
Eugene W. Hall, secretary. The toastmaster was Dr. 
Norton John Eversoll. Special dinner speakers were 
Retiring President Preston C. Hall and Dr. Metz. 

> Dr. J. Robert Hudson, newly elected president of 
the Southwestern Ohio Society of General Practitioners 
(Ohio) chapter, recommended at a recent meeting that 
“the medical profession take a more aggressive attitude 
in interpretating itself, as a profession, to the general 
public; a strong plea that hospital-practice be opened 
to physicians generally and patients have freer choice 
of hospitals, and a warning that there is a modern 
tendency ‘to glorify the drug at the expense of the 
doctor’.” 

At the election of officers conducted during the an- 
nual fall meeting, Dr. Albert D. Weyman of Cincinnati 
was named president-elect, and Dr. Rae E. Hartman 
was re-elected secretary-treasurer. 
> Dates have been set for the 1956 scientific meeting 
of the North Carolina chapter. The meeting will con- 
vene in Raleigh on October 7, 8 and 9, with the Sir 
Walter Hotel as headquarters. 
> Members of the Delaware chapter met January 15 
in Wilmington for a combined scientific and business 
meeting. The scientific sessions were open to all 
doctors. 
> Dr. Charles R. Hyde of LaJolla has been named asso- 
ciate editor of the California chapter publication, the 
California- Western Academy Monthly. Dr. Hyde, who is 
currently the secretary of the San Diego chapter, will 
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be giving a wider news coverage of southern California. 
Dr. Edson Beebe was installed as president of the 


- Long Beach (California) chapter at a recent meeting. 


Installing officer, Dr. Donald G. Thompson, president 
of the Los Angeles chapter, also installed Dr. Bernard 
Johnson as vice president and Dr. Milton Cooper as 
secretary-treasurer. 

> New president of the Bexar County (Texas) chapter 
is Dr. Walter Walthall of San Antonio. Also elected at 
the recent dinner-dance in San Antonio were Drs. 
Daniel Altgelt, president-elect; John C. Parsons, vice 
president; Mary M. Henry, secretary and Wade H. 
Lewis, treasurer, all of San Antonio. Dr. Max E. John- 
son, also of that city, is the retiring president. 

> Dr. Elmer Hobbs was named president of the Lin- 
coln (Nebraska) chapter at a November meeting in that 
city. Other new officers for the coming year are Drs. 
G. E. Place, vice president and J. J. Hannigan, secre- 
tary-treasurer. 

> At an election of officers at the annual business 
meeting of the Tulsa (Oklahoma) chapter, in Decem- 
ber, Dr. Wendell L. Smith was named president-elect. 
He will take office in 1957, succeeding the new presi- 
dent, Dr. Wilkie D. Hoover. Other officers are Drs. 
Charles E. Wilbanks, re-elected vice president and 
Marshall O. Hart, re-elected secretary-treasurer. 
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That’s a question we like to answer, Doctor! No 
one knows better than you that America’s 
family doctors are finding more and more people 
dependent on them for a greater-than-ever 
degree of personally-administered medical care. 
That’s where the OFFICE BOVIE comes 
into the picture . . . because it provides dependable 
office electrosurgery to extend and augment your 
medical practice. 


The “little” Bovie is proving a big help to doctors 
interested in doing more for their patients. Have 
you considered the OFFICE BOVIE for use 

in your office? Thousands of doctors are using 
it daily for a host of useful minor surgical 
techniques. We'd like to send you, without obligation, 
an oe 6-page illustrated brochure on this 


important subject .. . 


@ JUST FILL IN AND MAIL THE 
COUPON BELOW 


THE LIEBEL-FLARSHEIM CO. 
| CINCINNATI 15, OHIO 


Gentlemen: Please send me, without obligation, your latest descriptive 
| brochure on the OFFICE BOVIE Electrosurgical Unit. 


made by Liebel-F larsheim, makers + 
the famous Hospital type Bovie AbORESS 


urgical Units. | 
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